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SECTION I. INTRODUCTION 


Terms of Reference 


1. We were appointed by the Minister of Health in the summer of 1956 (an 
additional appointment being made in January, 1957), with the following 
terms of reference: 

“To examine the extent to which the provision of Convalescent Homes in 
the National Health Service is meeting the demands placed upon it in the 
light of recent advances in medicine and modern conceptions of treatment 
and nursing care, to review the admissions machinery in the London area, 
and to make recommendations.” 

2. We have interpreted our terms of reference as extending only to “con- 
valescent treatment” (as defined in paragraph 11 below)—the responsibility 
of the hospital service under part II of the National Health Service Act, 
1946—and have not, therefore, considered the local health authority services 
under part III of the Act, except to the extent that the two services are, in 
practice, inter-related. 

3. We have been fortunate that throughout our deliberations no change 
has been necessary in our membership. 

We held our first meeting on 25th October, 1956, and have, in all, met 
twenty times. 


Visiting Team 


4, As it appeared clear to us at the outset that a number of visits to 
convalescent homes to provide material for our investigation would be 
necessary, we appointed at our first meeting a Visiting Team consisting of a 
Medical Officer and a Nursing Officer from the Ministry of Health and an 
Almoner. The Team has consisted of Dr. J. F. Lucey and Miss D. Berry 
of the Ministry of Health and Miss S. T. Hart (Chief Almoner at the Royal 
Free Hospital), who took over this responsibility at an early stage from the 
original almoner member, Miss M. Perfect. 

5. In the course of their work the Team have visited 48 units concerned 
with convalescent treatment; of these 18 were part of the hospital service, 
30 were independent and 9 of the latter had contractual arrangements with 
Regional Hospital Boards. In addition, the Team have visited 31 hospitals, 
of which 9 were teaching hospitals. These hospitals were visited partly by 
selection and partly following approaches made to hospital groups in the 
metropolitan area and to certain outside bodies, asking for suggestions 
regarding hospitals with a special interest in convalescent treatment or with 
special facilities for treatment of this kind. 

6. The findings of the Visiting Team are summarised in Section III of 


this report. 

7. We are most grateful to the Team for their hard work in undertaking 
our commission and in producing most helpful reports. They have placed 
1 ‘ 
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us further in their debt in continuing to assist in our subsequent meetings 
and discussions. We are also greatly indebted to the governing bodies and 
staff of the homes and hospitals visited for providing facilities and giving 
other help and for showing a keen interest in the Team’s work. 

8. A complete list of the convalescent homes, other units and hospitals 
visited and organisations and persons consulted is attached as Appendix 2. 
Evidence 
_ 9. Apart from the information provided through the enquiries made by 
the Visiting Team, we received evidence direct from a number of bodies 
or organisations. A list of these is attached as Appendix 3 to this report. 


Definitions 


10. It is clear that although from early times “convalescence” as a 

“ period of recovery or restoration to health after illness or injury ” has been 
a term in fairly common use, the description or definition of the various 
stages of convalescence, or of the forms of treatment and care which follow 
the acute stage of illness or injury, presents some difficulty. This situation 
is complicated first by the distinction under the National Health Service 
Act between the respective responsibilities of hospital authorities and of local 
health authorities and second by the variety of terms now used for various 
forms of treatment or care during the period of convalescence. Some of 
these terms mean very much the same thing, some overlap but all of them 
form some part of or impinge on convalescence in the broad sense of the 
term. For example we hear to-day of “pre-convalescent”’ or “ recovery ” 
hospitals, homes or annexes, “rehabilitation centres”, “ convalescent 
homes”, “recuperative holiday homes” and the like which provide some 
or occasionally all of the various forms of treatment and care during 
convalescence. 

11. In this report, therefore, the terms we use have the following meanings: 
“ convalescence’”’ comprises the whole period of recovery or restoration 
to health following the acute stage of a patient’s illness or injury. This 

_. period may be sub-divided into two main parts: 

~ (a) “convalescent treatment”’—this involves at least some degree of 
medical supervision and nursing care (this is the responsibility of 
the hospital authority). 

(b) “recuperative holiday’”—this is the later period or period 
following a less serious illness during which a patient may require 
little more than rest, good food, fresh air and regular hours. These 
can normally be obtained in the patient’s own home, but where 
this is impracticable it may be necessary for the patient to go away 
for a “ recuperative holiday ” (this is now the responsibility of the 
local health authority under its after-care arrangements). 

The period of “convalescent treatment” may be further sub-divided 
according to the degree or form of the medical treatment or nursing care 
which is required: 
(i) “ pre-convalescence”” or “recovery”—the patient has already 
received the most intensive part of the medical treatment 


required but is still in need of active nursing care and medical 
Oversight. 
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(ii) “ active convalescent treatment” or “ rehabilitation ”’,—the patient 
no longer requires nursing care in bed and can get about and 
attend to his own needs with or without appliances but with 
occasional assistance, but requires remedial and re-educative 
treatment with a view to attaining the maximum degree of 
recovery or use of functions. 

(iii) “‘ passive convalescence ’’—the patient no longer requires active 
medical supervision or nursing care in bed, though he may 
need such simple nursing procedures as renewal of dressings or 
the administration of medicines. 

12. It follows from the above that when we speak of a “ convalescent 
home” we are using the term in its broadest sense as relating to a place 
where patients spend the period of convalescence in company with others 
under some degree of medical supervision or nursing care which may amount 
to convalescent treatment. 


Form of Report 


13. The rest of this report is divided into the following sections: 

Section II. Historical survey of the early concepts of convalescence 
and the growth of special arrangements for the provision of convalescent 
treatment or of recuperative holidays as understood to-day; the effects 
of the National Health Service Act, 1946; previous studies on the 
subject of convalescence and the recent changes in the medical approach 
to convalescence. 


Section III, The convalescent service in the four metropolitan regions 
at the present time, as found by the Visiting Team. 


Section IV. Special problems in the placing of convalescent patients. 
Section V. Admission arrangements for the metropolitan area. 
Section VI. Summary and conclusions. 

Section VII. Recommendations 


SECTION II. HISTORICAL SURVEY 


The Concept of Convalescence 


14. A period of recovery or restoration to health after illness or injury 
has formed an entity in men’s minds from the earliest times. Bronze statuettes 
have been found in Asia Minor and North Africa of a smiling figure, warmly 
wrapped in a cloak and cowi, the god Telesphorus, “He who brings to a 
perfect end ”—a minor deity of the cult of Aesculapius and Hygeia, usually 
known as the God of Convalescence. 


15. In this country, from the time it first appears in the 15th century, the 
word “convalesce” has been used in its present sense. “As he... that of 
late convalesshed and yssued out of a grevous seeknesse’”’ (Caxton. 1483). 
In the 17th century John Donne writes that “sickness had enfeebled my 
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body but I have a convalescence”; and Dr. Johnson in 1755 defines 
‘“‘ convalesce ” as “to wax strong” and “convalescency ” as “a recovery of 
health’. In 1806 ‘to convalesce”’ is used in the Medical Bulletin in its 
exact modern technical sense. 


The provision of Convalescent Homes 


16. It was not, however, until the mid 19th century that the idea of specific 
provision for this part of the disease-cycle seems to have taken shape. The 
convalescent home movement seems to have started about the middle of the 
mineteenth century and to have grown fairly rapidly during the last quarter 
of that century as the value of these institutions became more widely 
recognised. One of the first for London was the Metropolitan Convalescent 
Institution which owed its existence to the initiative of a medical student 
at St. Bartholomew’s Hospital who happened to see a woman patient in much 
distress. Upon enquiry he was told by the physician that medicine could 
do no more for her, but what she needed was a rest and holiday in the 
fresh air of the countryside. This incident led in due course to the foundation, 
in 1840, of the Institution, which expanded as the years went by and the 
demands for its services increased, so that by the time that it was absorbed 
into the National Health Service, 108 years later, it consisted of four 
convalescent homes having between them 400 beds. 


17. Writing in 1863, Florence Nightingale said “‘It is a rule without any 
exception, that no patient ought ever to stay a day longer in hospital than 
is absolutely essential for medical or surgical treatment. What, then, is to 
be done with those who are not yet fit for work-a-day life? Every hospital 
should have its convalescent branch and every county its convalescent home.’ 


18. In 1867 Mr. Gladstone appealed for greater provision of convalescent 
homes, saying that— 


“forty-thousand patients pass annually through the London Hospitals and 
of these at least one-tenth need the assistance of a convalescent hospital 
to complete their recovery. At this time, only 200 beds are available for 
London convalescents. ... The Cholera has now forced the necessity 
(for convalescent hospitals) upon public attention. 


Two of the great hospitals are to follow the example of University 
College Hospital and establish Convalescent Homes of their own. The more 
of them and the more varied as it seems to us, the better. We had rather 
see them numerous than very large.” 


The Times, in a supporting leader, said: 


“We have brought the poor man back from the gates of death and have 
led him with the utmost care over the first part of the journey, but we 
have suddenly dropped him at the most crucial part of the road. To conquer 
an acute disease is but the first step towards recovery: the health and 
strength which were sacrificed in the struggle have still to be restored, and 
this is often the most important stage in the treatment. No hospital can 
be reckoned at all to fulfil its proper function unless it is provided with some 
means of treating this second stage of sickness. If fresh air, good food 
and rest of mind and body will restore the poor after an attack of acute 
disease, it would in innumerable cases avert disease if enjoyed in time.” 





1 Notes on Hospitals by Florence Nightingale, 3rd ed., 1863, p. 107. 
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19. As time went on, more and more convalescent homes were started by 
a variety of benefactors who saw the need for this type of work. Some 
were set up by religious communities, some by charitable societies and others 
by private individuals who continued, with their families, to take an active 
interest for many years. It followed that these homes were of a wide 
variety both in regard to their size and the type of work performed, and 
nearly all were situated either at the seaside or in country districts. There 
was little contact between one convalescent home and another and the Charity 
Organisation Society, which operated in the London area through thirty-nine 
local committees, decided that there was a need to co-ordinate their work 
and bring them into touch with the needs of London patients. 


20. Thus in 1878 a central Convalescent Committee was formed with the 
object of collecting information and deciding on the usefulness of existing 
convalescent homes and of making recommendations that might lead to in- 
creasing the facilities available for convalescent patients. The annual report 
of the Charity Organisation Society in 1884 gives a list of 237 convalescent 
homes, most of which were in the south of England, but it appears that at 
that time only about 50 had been inspected by the Society. Some practical 
steps, however, had been taken to extend and co-ordinate the work and it 
was confidently expected that the extra beds could be used by some of the 
hospital out-patients because it was considered that many required little 
else than good food, fresh air and a change of surroundings. The central 
office of the Society arranged admissions to convalescent homes at the request 
of hospitals or the branch committees, and if necessary provided funds. At 
this time the average cost of keeping a patient at a home was eight 
shillings and sixpence a week and a system of subscribers’ letters was in 
common use, but regular appeals had to be made for funds. 


21. It is interesting to find that the problems of the convalescent homes 
were in many ways similar to those of independent homes today. There 
were frequent complaints about the lack of medical information on the 
patients’ admission forms and the number of unsuitable cases which were 
received. Some of these unfortunate patients seem to have been sent away 
as soon as they arrived on the grounds that they might upset the others. 
To get over this difficulty, the Charity Organisation Society decided to 
appoint its own doctor who was to see the patients at the various London 
centres and make sure they were suitable cases who would be likely to 
benefit by a few weeks at a convalescent home. In the summer time, 
there was a steady demand for accommodation, but in the winter many 
homes had very few patients and there was anxiety on the part of the 
Managers about the financial loss involved. Efforts to improve the winter 
occupancy had little success, while at other times patients could not be 
admitted simply because the Society had no funds available to pay the fees. 


22. At the turn of the century there appeared the first “lady ” Almoners, 
as they were then called, whose duty as hospital social workers was to 
discover and try to meet the social problems of the patients. This inevitably 
meant that the arrangements for convalescence became one of their most 
important duties. 

23. The next step in improving the convalescence service was taken in 
1905 by the Convalescent Homes Association which consisted of a council 
formed by medical representatives of the leading London hospitals and of 
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the managers of convalescent homes. The object of the Association was 
“to promote co-operation amongst existing convalescent institutions with a 
view to increasing their power of supplementing the work of hospitals, 
exchanging administrative experiences and promoting economy.” Further- 
more, it was considered that convalescent homes should be “ secondary 
hospitals” or places of recovery after illness because advances in surgery 
had made it possible to pass a large number of cases through the hospital 
wards and it was absolutely necessary to secure increased accommodation at 
convalescent homes. 

24. Since that time, the need for well-managed convalescent homes has 
been increasingly recognised by those concerned with the welfare of patients 
after illness. Thus in 1908, King Edward’s Hospital Fund for London set 
up a convalescent homes committee with the duty of enquiring into the 
circumstances and conditions of convalescent homes which might require 
advice or grants to improve the services to patients. This committee is still 
in operation. 

25. The National Health Insurance Act of 1911 made little direct change 
in the provision for convalescence, since individual Approved Societies 
remained free to include “ convalescent benefit” as an “ additional benefit ” 
only if they so wished. Indirectly no doubt it became financially easier to 
remain away from work during convalescence. 


26. About the same period, the various Hospital Contributory Schemes 
began to provide convalescent treatment for their members, either directly 
in homes established by the Association or by making grants to facilitate 
admission of individual members to existing homes. 


27. A new development in the 1930s was the provision of convalescent 
homes by Local Authorities following the Local Government Act of 1929 
and at the outbreak of the Second World War more than 20 such homes 
had been opened in various parts of the country. Here again, such provision 
was at the discretion of the Local Authority, who could provide it either 
directly or by grant aid. 


The effects of the National Health Service Act, 1946 


28. At the end of the second World War a great many convalescent homes 
had, for a variety of reasons, ceased to operate and once it was decided that 
convalescent treatment should be included among the benefits of a national 
health service, it was questionable how best such a service could be provided. 
The National Health Service Act, 1946, stated in section 79 that “ any 
institution for the reception and treatment of persons during convalescence 
or persons requiring medical rehabilitation ” was a hospital and thus transfer- 
able to the Minister. For the first time the distinction had to be made between 
convalescent homes giving treatment and those which did not. Subsequent 
Ministry circulars, (R.H.B. (47) 9 and (49) 33) laid down that “ treatment ” 
included “at least regular medical supervision and nursing care” and was 
more than “rest, good food, fresh air and regular hours”. Such homes as 
provided treatment, therefore, were either transferred to the Minister for 
administration by Regional Hospital Boards or the latter could make 
contractual arrangements with them (Circular R.H.B. (48) 19). The remainder, 
which provided only “rest, good food, fresh air, regular hours” were not 
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“hospitals”, and were not transferred. They could only be used—in theory 
at least—for recuperative holidays by local health authorities through their 
powers under Section 28 of the Act which enabled them to “ make arrange- 
ments for the purpose of the prevention of illness, the care of persons 
suffering from illness or mental defectiveness, or the after-care of such 
persons”, subject to the Minister’s consent. The Act made a distinction 
between the “ duty ” of a Regional Hospital Board to provide convalescent 
treatment and the “power” of a Local Health Authority to provide 
recuperative holidays. 


29. It had been intended, when the homes to be transferred had been 
selected and transferred to the National Health Service (Circular R.H.B. 
(49) 33) to survey all non-transferred homes and decide which provided 
treatment and therefore might have contractual arrangements made with 
them, and which did not. A fact-finding survey was instituted to classify 
homes into the above two categories and also a third category of borderline 
homes combining both (Circular R.H.B. (49) 149). On completion of the 
survey, the circular stated that “ consideration will be given on a national 
basis . . . to the question whether there should be any, and, if so, what 
allocation of convalescent homes or beds as between Regional Hospital 
Boards and Local Health Authorities”. No further action was in fact taken 
and thus the convalescent homes of the country fall into the following 
groups : — 

(1) convalescent homes within the National Health Service ; 
(2) independent or voluntary convalescent homes providing 
(a) “treatment” and with contractual arrangements with Regional 
Hospital Boards, 
(b) “ treatment ”, without contractual arrangements, 


(3) homes providing recuperative holiday care only. 
There are also homes combining (2) (a) or (b) and (3). 


Previous enquiries and surveys 


30. In July, 1945, the Institute of Almoners set up a committee under the 
chairmanship of Miss Cherry Morris, M.B.E., A-M.I.A., to consider the whole 
problem of facilities available for convalescence. The committee included in 
its survey” all convalescent homes, of any type, known to them and these 
numbered 326 homes with 13,800 beds in England and Wales, of which 144 
with 6,140 beds were within the four Metropolitan Regional Hospital Board 
areas. Some 120 homes, the majority along the South Coast, were believed 
to have been closed during the war but no comparable earlier figures were 
obtainable. The survey did not include pre-convalescent or recovery homes 
or nursing homes registered under Section 187 of the Public Health Act, 
1936. Of the 144 homes in the London Region, 56 were owned by voluntary 
committees, 18 by social agencies of various kinds, 25 by religious groups, 
11 by professional or trade organisations, 16 by voluntary hospitals, 13 by 
local authorities and 5 by miscellaneous bodies such as Friendly Societies, 
Settlements or City Companies. 


2 Report of a Survey of Convalescent Facilities in England and Wales. Institute of 
Almoners. June, 1947. 
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31. The shortage of beds for cases of all types was regarded as serious, 
especially in summer. The Committee’s recommendations included the 
recognition of the need for more homes and improvements in structure and 
furnishings, the discouragement of an institutional atmosphere, better co- 
ordination, a central advice service, including centralised information of 
bed-states, and the establishment of standards and regular inspections. 


32. Another survey was carried out for London in 1950 by the King 
Edward’s Hospital Fund for London’. The Fund had reconstituted its 
Convalescent Homes Committee in 1946 and a Directory of Convalescent 
Homes had been published. Between 1947 and 1950 £230,000 had been 
spent by the Fund in modernizing and otherwise aiding those homes which 
had not been taken over by the National Health Service. 


33. At that time there were found to be 146 homes in the Four Metro- 
politan Hospital Regions, of which 60 had been transferred to the Regional 
Hospital Boards. The survey covered 4,436 patients from 19 hospitals 
recommended for admission to a convalescent home. The findings included : — 
(a) 28 per cent. of in-patients waited on an average 8 days in hospital 
after becoming fit for transfer because vacancies were not immediately 
available ; (b) nevertheless average occupancy of many homes was low; 
(c) 68 per cent. of patients were paid for by the National Health 
Service (either in a National Health Service Home or by contractual 
arrangements); (d) 17 per cent. were paid for by local health authorities, 
10 per cent. by charitable sources in whole or part, and 5 per cent. entirely 
by the patients themselves. The survey also reported that difficulties in 
distinguishing between convalescent treatment and recuperative holidays gave 
rise to much confusion. 


34. A second survey by the Institute of Almoners in 1952, on similar lines 
to that of the King Edward’s Hospital Fund, covered a sample of 2,377 cases 
in England and Wales over a three month period. The Report, dated April, 
1954,* stressed the confusion between convalescence and recuperation, men- 
tioned the “ Rehabilitation Home” giving active, planned convalescent treat- 
ment, and suggested that not more convalescent beds were needed, but better 
upgraded homes giving a higher standard of treatment. Many other points 
were covered and reference will be made to these three valuable reports under 
specific headings. 


The medical background 


35. During the 100 years or so of the convalescent home movement in this 
country, changes in the health of the nation, in the prevalence of disease and 
in medical and surgical practice have had a considerable effect on the quantity 
and quality of convalescent care. 


36. The major change has been the vast improvement in the general health 
of the population, as evidenced by the reduction in death-rates, the increased 
expectation of life, the virtual disappearance of malnutrition and diseases such 
as rickets, chlorosis, anaemia, and osteomyelitis, and—more specifically—the 
high level of general health now found in the majority of both children and 


5 “ NT ete and Recuperative Holidays. King Edward’s Hospital Fund for London. 
une, j 


* Problem of Convalescence. Institute of Almoners. April, 1954. 
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adults. For example, London school children aged 124 years have increased 


on average nearly 4 in. in height and about 18 lbs. in weight in the last 
40 years (1913-1953).5 


37. In the 19th century most of the poor would have benefited by “ rest, 
good food, fresh air and regular hours” provided at a convalescent home 
whether they had been ill or not, and after an illness, such “ treatment ” 
was beneficial, if not essential, to enable them to return to normal life and 
work. In other words, a stay at a convalescent home was a medical as well 
as a social need after illness. Moreover the limited weapons of medicine and 
surgery forced the doctor in so many diseases to rely on “vis medicatrix 
naturae” and its “natural” aids of a healthy regimen. 


38. This is no longer so. Only exceptionally does the poor general condition 
of the patient call for a convalescent regime for medical reasons, though the 
social reasons may not have diminished. It may be argued that the surgical 
assaults to which we are now successfully subjected are much greater than 
before, but the reduction in shock and sepsis by refinements in anaesthesia 
and the free use of blood transfusion and antibiotics would seem to offset this. 
Earlier ambulation and earlier discharge again might seem to increase the 
need for passive recuperation at a convalescent home, but there is some 
evidence that the catabolic response following illness, injury or operation, 
may be reduced or eliminated by active or passive movements in the phase 
immediately following. In other words, the patient who has been got up, 
or even got out, may be in better shape and in less need of a period at a 
convalescent home than the comparable patient who has been left to lie 
longer in bed. 


« 


39. These changes have resulted in a decreasing need for “passive” or 
“ classical’ convalescence for medical reasons, even though need to free a 
hospital bed, to provide less costly in-patient care or to delay the discharge 
home for social reasons may not have diminished. Medically, the proportion 
of cases in which a period of passive convalescence is essential has greatly 
diminished and such convalescence has become to a much greater degree, in 
Dr. George Baehr’s words, “a pleasant convenience to the patient or a 
thoughtful gesture by the referring physician”. On the other hand, the 
recognition of the value of active rehabilitation in the restoration of the 
disabled has increasingly suggested that a more active approach to all forms 
of convalescence might be profitable. 


SECTION III. THE CONVALESCENT SERVICE 
FOR LONDON AT THE PRESENT TIME 
40. As already stated in Section I, this Section of our Report summarises 


the findings of the Visiting Team following their visits to (A) Convalescent 
Homes and (B) Hospitals. 


5 Boyne, A. W., Aitken, F. C. and Leich, I. (1957). Nutrition Abstracts and Reviews, 
mie i. 
6 Beattie, J. (1950). Practitioner, 164. 343. 
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A. CONVALESCENT HOMES 


How the different types of homes are used 

41. The Ministry’s circular HM(54)99 contains a classification of hospitals 
included in the National Health Service and within this classification appear 
the definitions of those units concerned with convalescent treatment, namely 
pre-convalescent, convalescent and rehabilitation hospitals. It is found, how- 
ever, by visits to homes and hospitals, that it is difficult in practice to attach 
these definitions to individual units. 


42. With pre-convalescent and convalescent homes it is sometimes found 
that there is little or no distinction made in selecting the patients to be sent 
to these units and that even the official classification of the homes is often 
inaccurate and misleading. A number of units classified as pre-convalescent 
homes are in fact chronic sick or ordinary hospital annexes. Finally many | 
homes classified as convalescent homes also take patients who require active 
nursing in bed and recuperative holiday cases. 


The distribution of Homes 


43. If a map is prepared showing where the existing homes are situated it 
will be found that the great majority are situated on the coast. There is a 
sprinkling of homes around London, chiefly in Surrey and N.W. Kent, but 
the most favoured districts are the Clacton area in N.E. Essex, N.E. Kent and 
the Isle of Thanet, and the south coast from Hastings to Bournemouth, includ- 
ing the Isle of Wight. In 1947, the map published in the survey by the 
Institute of Almoners showed no great difference, except that homes were 
then relatively more numerous to the N.W. of London. Taking the homes 
listed in the Directory of Convalescent Homes (King Edward’s Hospital Fund 
for London, 1958) i.e., both National Health Service and independent, the 
distribution between the four Metropolitan Hospital Regional Board areas 
was : 

North-West—11 homes, 381 beds. 
North-East—13 homes, 582 beds. 
South-West—43 homes, 2,000 beds. 


South-East—61 homes, 3,257 beds. 


Accessibility and travelling problems 


44. The journey from London to most of the coastal resorts where homes 
are to be found is often a long one and an ordeal for the physically weak 
patient. For those patients coming from further afield the length of the 
journey means that only relatively fit people may be sent away for con- 
valescence. Better travelling conditions are to be found in those hospital 
groups which are fortunate enough to have their own homes and their own 
ambulance transport. | 


45. For the ordinary patient in London the journey often means an early 
start to the day, occasionally before 6 am. The ambulance which picks him 
up from the hospital, may have to make a tour collecting patients from 
several hospitals before depositing them at the station to catch a train. At 
the station patients have in some instances to fend for themselves. Then 
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there is a lengthy train journey at the end of which patients are frequently 
expected to find a bus or taxi and make their own way to the home chosen 
for them, Seats may be reserved at the London termini, though some hospitals 
have experienced difficulty in doing this on trains to popular places during 
the summer months. Greater difficulty is found in making reservations from 
intermediate stations. At the end of the journey, cars or members of the 
staff from the home may meet patients on certain trains but there are com- 
plaints that this practice is not sufficiently general. There are reports that at 
some homes patients have to go to bed at once on arrival and stay there for 
a day or two, solely as a result of the stresses and strains of the journey. The 
British Red Cross Society provide a valuable escort service for children and 
handicapped persons which is available to hospitals but not always used. 


Accommodation available 


46. On 30th June, 1957, there were within the four metropolitan regions 
36 convalescent and pre-convalescent homes under the Regional Hospital 
Boards. In these homes there was a total bed complement of 1,728 beds of 
which 1,652 were staffed beds. The Boards of the London Teaching Hospitals 
controlled a further 14 homes having a total complement of 639 beds of 
which 597 were staffed. 


47. Regional Hospital Boards but not Boards of Governors are entitled to 
make contractual arrangements for convalescent treatment. The total of 
beds available under these arrangements is not constant but the daily average 
of patients treated in 1956 is given in the next section. A lump sum of 
money is generally set aside to pay for this type of accommodation over the 
year, and the number of beds in use at any one time varies greatly. 


48. There were in December, 1956, within the four metropolitan regions, a 
total of 56 independent homes taking adult convalescent patients. In these 
there were 1,170 beds for men and 1,329 for women providing a total of 
2.499 beds. There were also 27 homes for children with 637 places for boys 
and 642 for girls, totalling 1,279 places. Only an approximation can be made 
for the total accommodation available for convalescent treatment within the 
four metropolitan regions at the present time. Such a total would include 
2,367 beds in convalescent and pre-convalescent homes within the National 
Health Service, and a further 150 beds scattered in acute hospitals in the 
region but used for convalescent treatment. In the independent homes a total 
of 3,778 beds are available and included in this figure are the beds for which 
Regional Hospital Boards have made contractual arrangements. Finally 
there is an unknown and frequently varying number of beds in small private 
homes. The grand total is therefore probably in the region of 6,500 beds. 
This compares with a total of 84,417 general hospital beds for the four metro- 
politan regions, i.e. convalescent home beds are equal to 7:1 per cent of 
general hospital beds, or a ratio of 1 to 13. 


49. The convalescent home beds serve not only the present demands of the 
four metropolitan regions but also to some extent those of other regions. 
Occupancy of convalescent beds 


50. The following table shows the occupancy of beds associated with con- 
valescent treatment within the National Health Service. 


11 
88021 A 6 


Pre-convalescent and convalescent beds at 3\st December, 1957, 
in all types of National Health Service units 
in Regions 5, 6,7 and 8 and London Teaching Hospitals 





(1) yc. 
Average daily Col. 2 as 
Staffed beds occupation percentage of 
Col. 1 
Pre-convalescent ... A ee 1,159 7715 66°8 
Convalescent Bea Sas ae 1,304 978 75-0 
Total! +: 2, mH eis Ae 2,463 1,753 71:1 





Figures supplied by 37 of the convalescent homes visited, both National 
Health Service and independent homes, showed an average bed occupancy of 
76 per cent. 


51. Occupancy of contractual beds in independent convalescent homes, of 
which there are some 600, is in general very high and approaches the theoreti- 
cal maximum of 100 per cent. This is principally because the demand is 
greater than the supply, the homes being willing and able to admit the more 
difficult cases and there are patients waiting to fill every contractual bed 
for which money is available even though there may be other empty beds 
in the same home. In addition to these homes, some use is made of privately 
owned nursing homes. Here certain difficult cases, infirm aged or severely 
physically handicapped are sent for convalescence under contractual or private 
arrangements. 


Factors affecting occupancy 

52. In the well occupied homes there is perhaps a tendency to select for 
admission the healthiest of the patients available so as to avoid burdening 
excessively the limited staff. In the majority of convalescent homes it is found 
that the demand for convalescent treatment is higher in summer than in 
winter, although the medical needs seems to be greater in the winter months. 
This is chiefly a reflection of the patients’ reluctance to accept convalescent 
treatment in the winter months. 


Shortage of special types of accommodation 

53. Although the position with regard to beds for general convalescence is 
satisfactory, there is in fact an acute shortage of special types of accommoda- 
tion, i.e., for the aged infirm and those who need ground floor bedrooms, 
for patients with colostomies and ileostomies, for skin cases and those with 
certain deformities which present frightening aspects to fellow patients, for 
neurotic patients, for adolescent children and for certain small special groups 
such as the blind, the deaf and epileptics. These types of cases are considered 
in Section IV of this Report. 


Length of convalescent period 


54. It seems common practice for hospitals to prescribe two weeks con- 
valescence and there is a general belief that more cannot be obtained. Some- 
times three weeks is requested and rarely one month. It is however possible 
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for this period to be extended once the patient is in the home, on the recom- 
mendation of the doctor in charge or in some cases by the matron. The 
primary prescription is however often strictly adhered to, so that in some 
cases patients are discharged from convalescence before they are fully 
recovered. This state of affairs seems to result from a misunderstanding 
between doctors in charge of convalescent homes and the consultant treating 
the case as to who is really responsible for the patient during convalescence. 
There is also some element of uncertainty between the medical officers of the 
homes and the consultant at the sending hospital concerning the responsi- 
bility for the extension of convalescent periods. The consultant seems to 
assume the doctor at the home will arrange for continued stay if necessary, 
and the doctor at the home may think either that the consultant considers 
two weeks is all that is necessary or that the Regional Hospital Board 
will only consider paying for extensions in exceptional cases. 


Siting, structure and accommodation 


55. Most homes are attractively sited and are surrounded by pleasant 
grounds. The seaside is by far the most popular environment for convalescent 
homes. Buildings are also generally good in quality and well maintained. 
The lack of passenger lifts and of ground floor accommodation are the prin- 
cipal deficiencies. Facilities for gymnastic therapy or hydrotherapy are 
almost entirely lacking and are obviously beyond the scope of any but the 
largest homes. 


56. Sitting rooms are generally comfortable, several small rooms seeming to 
be more satisfactory than one or two large rooms. In the bigger homes a 
large room for recreation and entertainments is a popular amenity. Dining 
rooms are not so often found to be attractive. They are too frequently dark 
and pervaded by the smell of the kitchens, the tables and chairs are sometimes 
drab and the seating institutional in pattern. Bedrooms also far too 
commonly carry on the hospital and institutional atmosphere and lack the 
homely touch and the necessary facilities for the patients who are up and 
about. A number of homes lack facilities for hand laundering personal 
clothing and hair washing. 


57. Internal decorations are too institutional in some homes, or remain 
untouched by modern trends. Picture Loan Libraries such as those run by 
some local authorities or local art societies or the British Red Cross Society 
did not appear to be much used. Colourful travel posters, which are easly 
obtainable at low cost were seldom seen. 

58. In most homes tthere was adequate provision of bathrooms and lava- 
tories. In some, however, there is a lack of bathrooms and of privacy for 
washing. This is often due to a shortage of space. The installation of 
bidets in some homes taking a considerable number of gynaecological cases 
seems to thelp considerably in overcoming the problem of the daily bath 
and the resultant extra staff work in cleansing the baths. Proper planning 
of bathrooms and lavatories in homes taking the severely handicapped is 
sometimes deficient. 


59. It is rare to find any fault with the kitchens and catering, good feeding 
being generally regarded as one of the basic principles of the present approach 
to convalescence. Much of the credit for this state of affairs can be attributed 
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to the advice and generous financial help given in recent years by the King 
Edward’s Hospital Fund for London. 


Admission arrangements 


60. Preliminary arrangements for admission of hospital patients are mostly 
made over the telephone by the almoners of sending hospitals direct with 
the Matron of the convalescent home, or in the case of some large homes, a 
special clerk. 

61. Two main types of admission forms are used, i.e., the standard hospital 
form used for all National Health Service patients and the forms for patients 
sponsored by Local Health Authorities. There are also the special forms 
which independent homes require. All forms provide adequate space for 
personal details but are too frequently inadequately completed. The main 
reasons for this deficiency seem to be the lack of appreciation that such 
details are important for the continuation of the patient’s treatment and the 
fact that the forms are generally filled in at least a week or ten days before 
the patient’s transfer. In some cases itthis defect is overcome by the writing 
of a fairly detailed letter to go with the patient to the home or by the sending 
of the complete hospital notes. The homes complain that it is frequently 
impossible to read the name of the consultant or of the doctor signing the 
form. 


Labelling of drugs 


62. Another difficulty about which there is very general complaint by 
convalescent homes is the presentation of unlabelled containers of drugs and 
medicines by patients on arrival. Medical staff at hospitals and homes agree 
that drugs carried by patients on transfer to convalescent homes should 
normally be fully labelled with full details of contents. Pharmacists will do 
this if prescriptions are annotated with the suffix “nomen proprium ” (N.P.) 


Explanatory brochures 


63. Many homes provide brochures which are sent to patients who have 
been booked for admission. Some brochures are useful in giving the patient 
fore-knowledge of what clothing and other requisites they will need and of 
the daily routine of the home but others tend to be formidable and dis- 
couraging. Almoners report that there is a need for a simple pamphlet 
describing the purposes of convalescent treatment to be given to those patients 
for whom convalescent treatment is likely to be prescribed, as early as 
possible after their admission to hospital. Such information helps to prepare 
the patient for an early move and emphasises the need for treatment and 
medical supervision during convalescence at a convalescent home or in their 
own homes (see paragraph 114). 

Admission and discharge days 

64. In general, homes admit and discharge patients on set days once each 
week, but there is usually some elasticity to suit patients’ convenience. The 
kind and thoughtful reception and discharge of patients is usually as evident 
in the homes as in hospitals but at a few homes this is rather forgotten and 
patients are left to fend too much for themselves at these times. 
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65. Discharge reports are not commonly sent from convalescent homes and 
there is rarely any liaison with the patient’s own general practitioner, or 
directly with the Local Health Authority where social problems are known 
to be present, if urgent assistance from that source is needed. Such contacts 
are however fairly frequently made between the matrons of convalescent 
homes and hospital almoners, especially if it is thought that a home help 
will be needed for the patient on discharge. 

66. Re-admission of patients to acute hospitals does not seem to present a 
serious problem. 


Rejections and cancellations 


67. Convalescence is sometimes rejected by the patients themselves, either 
because the patient feels that the home recommended is too far away or that 
they would rather make their own arrangements for a holiday elsewhere. 
Rejections made by the homes are generally on medical grounds, because 
the patient is thought to be suffering from some disability of body or mind 
for which the limited facilities of the home are not adequate. Cancellations 
of the patients’ bookings may occur because ithe patient decides ito make other 
arrangements or because intercurrent disease or relapse prevents discharge at 
the arranged date. This is a serious handicap to homes, sometimes entailing 
financial loss. 


Types of cases recommended for convalescent treatment 


68. Some 1,000 cases, in groups of 100 consecutive cases recommended 
for convalescence by various hospitals have been studied, as well as the 
registers in some convalescent homes. From these it is evident ithat hospitals 
differ markedly in the types of cases sent for convalescence. A high pro- 
portion of the patients have been seriously ill. Medical and surgical cases 
selected are in the proportions of 35 to 65, many of the latter being those 
who have undergone major abdominal, thoracic or orthopaedic surgery. 
The criterion for selection is that patients must require medical and nursing 
care and more continuous supervision than can be obtained in their own 
homes or for social reasons they cannot convalesce at home. 


69. Surgical patients are frequently sent in the third post-operative week, 
when dressings may still be required, and a small proportion may develop 
such complications as embolism, abscess or septic haematomata. Gynaeco- 
logical cases are sent in large numbers to prevent their immediate resumption 
of family duties, and gastrectomies for supervision and explanation of post- 
operative syndromes. Chronic lung and heart conditions constitute a smaller 
but important group where supervision in medication and exercise tolerance 
is required. Outside these main groups convalescent treatment is prescribed 
relatively infrequently. 


70. The possibility of using convalescent homes for the prevention of 
disease or the preparation of patients in sub-standard health before surgical 
operations has been discussed at homes and ‘hospitals with all those concerned. 
It is generally agreed that there are possibilities in this field but only in a 
very few centres did it appear that such use has been made of convalescent 
homes. It is considered by some of those consulted that this is perhaps 
primarily a field within the scope of good recuperative holiday homes. 


IS 


Children’s Homes 

71. There is a drop in the demand for children’s beds at convalescent 
homes comparable to the general fall in demand for children’s beds in acute 
hospitals. A high proportion of the children seen in convalescent homes 
seem to come from homes where social problems exist, and there appears to 
be still a need for places for children suffering from conditions the basic 
cause of which lies in defective homes. To handle these cases, children’s 
lhomes need much more support from all branches of the National Health 
Service than they are given at present. There also seems to be a need for 
accommodation having a high standard of nursing but a convalescent 
atmosphere for the long term children’s illnesses, which render a child unfit 
for a special school. The Report of the Committee of the Central Health 
Services Council on the welfare of children in hospital contains material 
relevant to tthe problems of the convalescent child. 


Special diseases and conditions 

72. As indicated in Section IV of this report, there are some conditions 
for which it is very difficult to find accommodation in convalescent homes. 
With the exception of the adolescent group, the problem appears to be one 
largely resulting from the lack of trained nursing staff. For teenagers there 
seems to be a need for special provision on a small scale, perhaps by means 
of contractual arrangements with organisations working with this age group 
e.g., schools and voluntary organisations. 


Source and destination 

73. The great proportion of patients come to National Health Service 
convalescent homes direct from hospital. The table below gives the pro- 
portion of cases coming from various sources to homes in the National 
Health Service and to those having contractual beds. These figures were 
obtained during visits but not all homes were able to provide figures from 
the statistics kept. 

Sources from which patients came to convalescent homes 


Average number of admissions to each Home 


Type of Home From From Local From other 
Hospitals Authorities sources 


————— | | — | | | 








Nes. tiomes *":-. ae = 894 894 10 5 25 23 
Percentage ... re us, vat 96:2 97-0 1+ 0-5 ves | a5 
- ® | ot @ 1 Sepa ose 

Independent Homes providing con- 
tractual and private beds wis 650 701 106 97 224 217 
Percentage <¢. Se Be she 66-3 69-0 10-8 9-6 22°9 21-4 
(9) (9) (11) (11) (9) (8) 

Independent Homes without con- 
tractual beds... A es 106 51 90 90 144 132 
Percentage ... ey, bog re 34 20 24 32 42 48 
(37) (37) (22) (22) (26) (26) 
All Homes ... ae See Nee 643 642 76 68 120 124 
Percentage ... oe oe ae 76-6 77-0 9-1 ord 14-3 14°8 
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The numbers in brackets ( ) indicate the number of homes from which 
figures were obtained. The percentages are related to the total admissions to 
the homes in each group. 

74. In examining discharges the further table below made up from figures 
supplied by homes shows that the majority of patients are discharged home, 
but this does not indicate how many were fit to carry on with daily living 
unaided. Very few patients go on to holiday homes or have to return to 
hospital. 


Destination to which patients were discharged 
Figures obtained from 11 homes 


To To To other To other 
Hospital Own Home Convalescent destination 
Home 
1955 oa i7 ect 226 7,944 34 36 
Percentage ie ee ye | 96:5 0-4 0:4 
1956 ne A. av 197 7,830 14 40 
Percentage ne tos 2:4 96-9 0-2 0-5 


Staffing of Convalescent Homes 


75. Medical Staff. Patients in convalescent homes are normally under 
the care of local general practitioners during their stay. These general prac- 
tittoners attend once or twice a week and are paid either National Health 
Service capitation rates for such patients, with in some cases a small retaining 
fee from the home, or else they are paid on a sessional or retaining 
fee basis by the owners of the home. Very few homes have resident medical 
staff. Consultant help is seldom considered necessary for the treatment of 
convalescent patients. When needed, advice is usually sought from the con- 
sultant concerned at the sending hospital. 

76. Ancillary Staffs. Physiotherapy, occupational therapy and educa- 
tional staffs are provided singly or together in a few homes but in very many 
no such service is available and in others brief sessions once or twice per week 
is all that can be offered. Similarly Dental Services are rarely available as 
a special facility of the home. 

77. Nursing Staff. Staffing convalescent homes with State Registered 
Nurses is one of the most crucial problems to be solved before a more useful 
service can be built up. In all those homes where any attempt has been 
made to take other than recuperative holiday cases, the need for more trained 
nursing staff was emphasised. Even in homes belonging to hospital groups 
where secondment of nurses could be practised, the problem is still some- 
times difficult, as the nurses are said to object because the treatment offered 
in the homes is considered uninteresting. Nevertheless such figures as are 
available from National Health Service homes in England and Wales only, 
suggest that the number of trained nurses is surprisingly high relative to other 
types of hospital care. This is partly due to the small size of the units and 
their relative isolation and to the absence of student nurses. 

78. The sense of isolation and detachment from other forms of nursing 
and medical activities no doubt derives from the fact that most homes are 
small units, either independent or often isolated from the National Health 
Service hospital group to which they belong. Any steps taken to increase 
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liaison between homes themselves—both National Health Service and 
independent—and with local hospitals and those from whom their patients 
come will be steps towards increasing recruitment of nurses to convalescent 
homes, as well as having other advantages. We found few signs of esprit de 
corps or sense of belonging to a special branch of a professional service. 
In this connection the Royal College of Nursing and the King Edward’s 
Hospital Fund for London have, by annual conferences of Matrons and others, 
done much to foster the exchange of ideas but much could be done by 
two-way visits between appropriate nursing staff of convalescent homes and 
either “ sending ” or neighbouring hospitals. Visits to Rehabilitation Centres 
or other institutions where active convalescent treatment is being carried out 
or courses, arranged perhaps by the King Edward’s Fund, would both be 
helpful. The development of social activities in the homes (paragraph 94) 
could also hardly fail to benefit the nursing staff as well as the patients. 

79. It was clear that refusal to accept the more difficult cases is primarily 
caused by lack of nursing staff. While a certain minimum of State Registered 
Nurses is essential, notably to avoid the Matron or Sister in Charge having 
to attend patients by night as well as day, little use seemed to be made of 
auxiliary sources of nursing help which should find a place in convalescent 
homes, e.g. State Enrolled Assistant Nurses, the National Hospital Service 
Reserve, the British Red Cross Society and St. John Ambulance Association 
and cadet units. It seemed possible that another source of part-time help 
might be from married or retired nurses in the neighbourhood. 

80. The ‘Matron or her equivalent is the key figure in the average con- 
valescent home. It is perhaps natural that with the past and present 
attitude to convalescence, these posts are considered terminal posts i.e. light 
and suitable for older women or someone not in full health or slightly disabled. 
The appointment of a number of younger, keen and active nurses as matrons 
must play an essential part in any re-orientation towards a more active 
policy on convalescence. 

81. The need for a happy administrative partnership between the Matron 
and the Secretary or similar administrative officer was also the subject of 
some comment, as was the need for the Matron to have direct access to the 
Management Committee of the Home and to feel that her advice would be 
sought on professional matters within her sphere. It was also suggested 
that meetings of the Committee away from the home tended to increase the 
feeling of isolation. 

82. In many homes too much responsibility seemed to have been placed 
on the Matron, both as regards decisions on admissions and the medical 
oversight of the patients. This was also a factor in the refusal of some 
difficult cases which are found to be the hardest to place. Suggestions of 
closer medical supervision were generally welcomed. 


Voluntary Workers 


83. Voluntary help is seldom found to be available at convalescent homes, 
but in those homes where local interest has been aroused it has been found 
that voluntary help is most useful in many ways. It seems easier to arouse 
this interest in homes which are associated with hospital groups. Such 
help is particularly valuable in connection with recreational activities. (Para- 
graph 94.) The appointment of a voluntary Social Secretary might be useful 
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and practical help from local organisations such as Toc H or Rotary Clubs 
is usually forthcoming if an approach is made. It was rarely found that the 
most useful services obtainable through the organisation of “ Hospital 
Friends” had been extended to the homes. The possible usefulness of 
wives or mothers accompanying patients to convalescence has been suggested 
to us as a source of relief for staffing difficulties especially for disabled 
patients. 


Registration and Inspection 


84. Convalescent homes, other than National Health Service homes or 
homes taking recuperative holiday cases exclusively, are registrable with 
the Local Authorities under sections of the Public Health and Public Health 
(London) Acts, 1936, relating to the registration of nursing homes, though 
non-profit making homes may be granted exemption. It appeared that 
most independent homes not legally liable to registration and consequent 
inspection would welcome visits by officers of the Health Department of the 
Local Health Authority. 


Medical treatment available in convalescent homes 


85. The medical treatment of patients in convalescent homes appears 
to have two main aims. First, the continuation of any treatment prescribed 
directly by the hospital, although adequate prescription of special treatment 
seems rare, and second, the treatment of any intercurrent ailments arising 
during the stay in the home. The commonest arrangement for medical 
supervision is for the general practitioner to attend at the home once or 
twice a week as a matter of routine and to be on call for any emergency. 
At such visits it is customary for all new patients and for all those to be 
discharged before the next visit to be seen by the doctor. In a number of 
homes doctors complain that much of the time available has to be spent 
in dealing with certificates and prescriptions. 

86. Under the present system, the doctor responsible at the home does 
not always seem to take full responsibility for the patient, and as the 
consultant who treated the patient is usually too distant to follow the case, 
it is seldom possible to carry on an ordered sequence of treatment. Local 
consultant advice is at present seldom thought to be necessary by the doctors 
at the homes. It is also not customary to find active co-operation in 
convalescent treatment by local consultants such as in physical medicine, 
although such help might often be invaluable. 


Physiotherapy and occupational therapy 

87. These services are available in some homes but in general it is rare 
to find adequate facilities immediately available. The position is similar 
to that concerning medical treatment, mentioned above. The uncertainty 
concerning the medical responsibility for ordering and obtaining treatment 
seems frequently to result in lack of action. The great difficulty of obtaining 
treatment when it has been asked for is an added handicap. This is again 
due in some cases to the isolation of the homes and in others to the 
excessive pressure on local departments preventing new cases being accepted 
without delay. 

88. The problem of providing adequate services within the majority of 
homes is financially so difficult that future planning might aim at the 
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development of day rehabilitation centres in physiotherapy departments of 
selected hospitals, the treatment of patients from local convalescent homes 
being one of the responsibilities of these centres. 


Diets 

89. Special diets are provided by quite a number of homes but in some 
cases the patients object to any suggestion of dieting. These objections are 
on the grounds that they are on holiday and therefore not subject to restric- 
tion, especially of diet. The problem of diets, however, is not felt to be a 
serious one, except in that the importance of protein replacement after 
illness does not appear to be fully appreciated. 


Rest periods 

90. Afternoon rest periods are almost universally allowed for, but are 
rarely compulsory. In a number of homes instead of retiring to bed to 
rest, patients were seen to be sitting in rather formal order in chairs and 
in smoky environments. A rule found in some homes that patients must 
not return to their rooms after breakfast was agreed to be undesirable, 
but was sometimes said to be due to lack of staff. 


Bed patients 

91. Most homes are able to manage one or two patients in bed for a 
day or two, but staff difficulties generally prevent homes accepting known 
bed cases or being able to manage anything but the simplest treatment for 
those who have to go to bed during their stay at the home. The same 
applies to meals in bed except that a number of homes make a special effort 
to provide breakfast in bed. 


Follow-up 


92. None of the homes visited are actively concerned in ensuring a follow- 
up of patients but this is covered in most cases by reference of the patient 
back to the sending hospital’s out-patient department. This is not always 
satisfactory as the out-patient appointment may not be for some weeks 
and in the meantime the general practitioner is often uninformed concerning 
the patient’s progress. 


Compensation claims 


93. The problem of unsettled compensation claims is not found in the 
type of patient going to convalescent homes, although it is a hindrance to 
recovery in rehabilitation units. 


Recreation 


94. A variable amount of interest is shown by the staff at the homes 
visited in the provision of recreation for the patients. Indoor facilities such 
as table-tennis, darts, television, wireless and library are almost universal. 
Out of doors it is usually considered adequate to allow patients freedom to 
make use of the facilities in the nearest urban centre for entertainment. Visits 
to hotels and public houses are permitted but in very few instances are 
alcoholic drinks allowed in the homes. Swimming from those homes at the 
seaside is generally frowned upon, but homes which do permit it seem to have 
had no resultant difficulties. Unreasonable restriction is now very rare. 


20 


In no homes visited is organised recreation used as a therapeutic measure, 
although in one home at least patients are encouraged to appoint their own 
committees and organise their own recreation seriously. 


Domestic work by patients 

95. Very little domestic work is expected of patients anywhere. In some 
homes all patients physically able are expected to make their own beds, in 
others only women and yet in others only men are considered able to do 
this. At some homes patients give some assistance with dining room service, 
at others the patients are keen to give a hand with any job that needs doing. 
This willingness of patients to help might be used to therapeutic advantage 
but abuse must be avoided. 


The times of getting up, going to bed and for meals 


96. In one or two homes a very early hour of awakening seems to result 
from a perpetuation of hospital routines and generally there seems a need for 
a more individual approach to patients’ needs, e.g. breakfast in bed should 
be provided in suitable cases. Shortage of domestic staff is however a limiting 
factor. 


Social Problems 


97. Little interest is at present taken in the social welfare problems of 
patients, no doubt because such problems do not come to light during their 
short stay at the home. In such problems as do arise, the help of the Almoner 
of the “sending” hospital may be sought. Some liaison between the Matron 
and the Almoner’s Department of a neighbouring hospital might occasionally 
prove useful. 


Religious Worship 


98. In most homes there are some special arrangements for the patients’ 
spiritual needs. In a few homes and in one rehabilitation centre the meeting 
of this spiritual need is considered an important part of the overall treatment 
of the patients. 


Costs 
99. The average costs in England and Wales per patient per week in 


1956-57 and 1957-58 in various types of National Health Service accom- 
modation are compared in the table below. 





Total net cost per patient per week 


Hospitals and Homes 
1956-57 1957-58 











ts. a. eee 
Acute—1-—50 beds Sx i. Ag ne 7, ies Ja p4 ER | 
Acute—51-100 beds ... ne es a 26 12. +1 230.14: 22 
Pre-convalescent es iio ve GE 14° 19°,.0 13 14 iii 
Convalescent | 8 18 8 919 0 


Rehabilitation ... ey ee - veal 9 110 ig 3 °8 


Cee ere eee eee a eee eee eS 


21 


It must be observed that facilities in acute hospitals are greater than those 
in convalescent homes and included in the above figures are the costs of 
out-patient departments and specialist services. The figures are given only 
to indicate the cost of maintaining a patient in an acute hospital of a size 
comparable to the homes visited. 


Payment of fees 


100. In homes within the National Health Service practically all patients 
come direct from hospital and no fees or payments of any sort are made by 
patients. In those homes with contractual arrangements the picture is 
different. Patients are admitted from hospital and may also come under local 
authority arrangements, from general practitioners and from private sources. 
Each of these groups of patients receive identical] services but are subject to 
different regulations regarding fees. The first group, as already stated, is 
entitled to free treatment. In the second, recuperative holiday cases, fees are 
assessed by the Local Health Authority who in turn pay the fees asked by 
the home up to an agreed maximum. In some low-cost homes the patient 
may pay to the Local Authority more than the fee charged by the home 
since the Authority’s scale is based on the average of the fees paid to all the 
homes in their area. The third group are in general private patients who 
pay their own fees to the home or whose fees are paid from charitable funds. 
This inequality leads to a certain amount of ill feeling amongst patients. 
However, the staff at the homes do not appear to be troubled with this 
problem and most of the grumbles return to staff at the sending centres. 


Payment of travelling expenses 

101. Here again, the position differs as between different classes of patient 
but in all cases where all or any part of the cost falls on the patient, 
application may be made for relief, in cases of hardship, to the National 
Assistance Board. 

The position is: 

(a) Hospital patients travelling direct to a convalescent home under the 
control of a hospital authority or to a contractual bed in an 
independent home 

(i) Patients able to proceed to the railway station by local transport 
or by taxi receive from the hospital a single railway ticket at 
the cost of Exchequer funds. 

(ii) Patients requiring a “sitting car” to take them to the railway 
station but who are able to travel as ordinary passengers are 
in the same position as those in (i) above. 

(iii) Patients requiring an ambulance to the railway station and/or 
special facilities for the journey (i.e., stretcher or carrying chair 
cases) receive a single railway ticket from the ambulance 
authority. | 

(Note——The practice of individual authorities regarding 
travelling facilities varies.) 

(b) Other hospital patients proceeding direct to an independent home 
(i.e., not to a contractual bed). 

Pay their own railway fares unless ambulance etc., cases (see 

(a) (111) above). 
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(c) Patients who go home first before going to a convalescent home. 
Pay their own railway fares unless ambulance etc., cases (i.e. they 
are in the same position as patients entering hospital). 


(d) General practitioner patients travelling from their own home to a 
convalescent home 


Are in the same position as in (c). 
(e) Patients returning home from a convalescent home 
Are in the same position as in (c) and (d) above. 


(f) Patients returning direct to a hospital from a convalescent home under 
the control of a hospital authority or from a contractual bed in an 
independent home 


Are in the same position as those in (a). 


(g) Other patients proceeding direct to a hospital from an independent 
home 


Are in the same position as those entering hospitals. 


102. There appears to be a certain amount of difference in practice on the 
above cases and the position does not seem to be made clearer by the restric- 
tions referred to in paragraph 3 of R.H.B.(51)5 which limits the authority 
to hospitals for payment of travelling expenses in the case of inter-hospital 
transfers to those where reimbursement is claimed and the journey is one of 
fifteen miles or over. 


Administration 


103. The homes in the National Health Service are administered by the 
Hosp:tal Management Committee of the area in which they are situated. 
This is the only practical arrangement but with the present scheme of the 
service it has its drawbacks. Most of the patients come from far afield and 
there is some feeling that they are not really the responsibility of the local 
bodies, so that the administration of these homes, although carried out satis- 
factorily, does not always have the same enthusiasm behind it as if it were 
an integral part of the group. The same applies to the interest and 
enthusiasm of local hospital medical staffs. The homes are in, but not really 
part of the group. In some cases however both the responsible Regional 
Hospital Board and the Hospital Management Committee take a direct and 
active interest in the work of these homes and members of these two bodies 
pay regular visits. 

104. Some Teaching Hospitals and a few non-teaching hospitals have 
convalescent homes of their own. In these cases some of the difficulties 
referred to are overcome satisfactorily, but in most instances the distance 
from the parent hospital detracts much from the usefulness of the unit. 


105. Those homes with contractual arrangements are administered by 
various private bodies and are subject to supervision from the Regional 
Hospital Boards. They have few links with the local hospital service. 


106. In nearly ail the homes which are taking a high proportion of patients 
from the London area there is evidence of generous financial help from the 
King Edward’s Hospital Fund. At the present time Regional Hospital 
Boards are not empowered to make capital grants to independent homes to 
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help with structural improvements, but in some cases small grants are made 
by the Regional Hospital Board from endowment funds towards recreational 
needs. 


107. On the whole independent homes seemed to be having difficulty over 
their financial status and they certainly cannot, without help, be expected 
to improve greatly the service which they now give. 


B. HOSPITALS 
Sources of Information 


108. Hospital Groups of various types were visited in search of information 
and ideas on the present convalescent service and the proper lines for future 
planning. At each group an attempt was made to meet and talk with as 
many people as possible who had anything to do with convalescence. 
Generally the views of doctors, nurses and almoners were obtained. 


The extent to which convalescent treatment is used as part of the planned 
medical treatment of patients 


109. It seems fair to say that at the present time convalescent treatment 
is not generally used as part of the planned treatment of patients, but rather 
as accommodation to which a patient may go when full hospital facilities 
are no longer required. The reasons for this are partly that there is a 
tendency to regard convalescence as a holiday after illness, and partly that 
the accommodation and services now available are not suitable for the sort 
of treatment required by those patients considered to need active treatment. 
Patients in this latter class now remain in acute hospitals or special units 
until they are considered fit for a convalescent holiday or to go home. 
Transfer to a convalescent home also has the effect of freeing an acute hospital 
bed and at some hospitals this was freely admitted to be the prime reason 
for recommending transfer to a convalescent home. 


The source of recommendation 

110. In nearly all hospitals recommendations for convalescence are nomi- 
nally the responsibility of the consultants in charge of the case. It was, 
however, found that in practice the ward sister or the almoner generally 
made the first move and quite often the patients would make the suggestion 
themselves. 


The homes used by the hospitals 


111. The criterion on which a home is chosen is often a matter of bed 
vacancy, and it is generally difficult to select accommodation to suit the 
patient’s needs. This is due to points already mentioned, the lack of special 
treatment facilities and the very great difficulty in finding any accommoda- 
tion for those special cases where treatment is particularly required. 


Allocation of homes to hospital groups 


112. The staff in the hospitals visited generally feel that a system whereby 
hospital groups could have control over a number of convalescent beds par- 
ticularly for patients in the early stages of recovery would be a very valuable 
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improvement to the service. Combined with this a very long term policy 
of more even distribution of convalescent beds and facilities geographically 
over the country as a whole was felt to be needed. 


Contacts between homes and hospitals 


113. Liaison is very tenuous under the present scheme and it is difficult 
to see how radical improvement can occur until revision of arrangements 
as outlined in the preceding paragraph have been undertaken. Nevertheless 
liaison might be improved by personal visits between the staff concerned. 


The attitude of patients to convalescence 


114. None of the hospitals visited seems to have made a special study of 
the attitude of patients, but the impression gained is that a move away from 
the hospital, to what is to the patient a distant unknown place with new 
medical staff who might not understand his complaints, is apt to be received 
with anxiety and suspicion by the more seriously ill. Others nearer to 
recovery may tend to regard it as a kind of holiday. There is undoubtedly 
a need for full and early explanation to patients of the aims of convalescent 
treatment. 


The use of convalescent beds for preventive medicine or preparatory 
treatment 


115. No spontaneous suggestions for the use of convalescent beds for these 
purposes were received, but when the matter was raised in discussion there 
was generally agreement that beds could be profitably used for this purpose. 
In one busy gynaecological department it was stated that nearly all patients 
had to be admitted to hospital at least a week before operation to prepare 
them and improve their general physical condition. 


SECTION IV. PATIENTS PRESENTING SPECIAL 
DIFFICULTIES IN PLACEMENT 


116. It is generally agreed amongst almoners and those responsible for 
obtaining vacancies for patients in convalescent homes that there are certain 
specific groups of patients for whom convalescent home accommodation 
within the National Health Service is either not available or can only 
occasionally be found. It seems that the difficulties involved can be 
summarised under three headings: 


(a) The inadequacy of the accommodation or treatment provided in 
the home in relation to the patient’s illness or disability, e.g., 
patients with cardiac disabilities, colostomy or ileostomy, chair- 
bound patients and patients in plaster. 


(b) The patient is suffering from a condition which is disturbing or 
worrying to other patients e.g., patients with skin diseases, epilepsy, 


bronchitis or asthma which is disturbing at night, patients with 
neuroses or psychiatric disorders. 
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(c) Certain age groups who do not easily mix with other patients, e.g., 
adolescents, the elderly who cannot share in the same recreational 
facilities as other people in the Homes, and mothers accompanied by 
babies or toddlers. 


117. Within these three groups there are many special patients whom it is 
difficult to send for convalescence and who may be included in one or more 
of the groups mentioned. An asthmatic patient may not only be disturbing 
to other patients at night but may need night attention from a trained nurse, 
which is not always available. A diabetic patient may also be blind and in 
addition require convalescence following some other illness. 


118. It is recognised that the demand for convalescence for patients who 
are known to be difficult to place cannot be accurately assessed as recom- 
mendations are in many cases not made when it is believed that suitable 
facilities for these cases do not exist. 


119. Groups of patients presenting special problems include the following: 


(a) Skin Diseases. Patients from Dermatological Departments may have 
disfiguring conditions which make it hard for them to mix with other 
people, and possibly difficult for other people to accept them easily. 
The tendency to scratch in irritating conditions is reported by 
matrons of homes to be particularly irksome to other patients. 
They may require skilled treatment and supervision from medical 
and nursing staff during their convalescence and their condition is 
often associated with a degree of neurosis which requires careful 
handling. 


(b) Cardiac Disabilities. These patients usually require ground floor 
accommodation, or accommodation where a lift is available, and 
need day and night trained nursing staff on duty who can give in- 
jections. Their regime has to be limited and planned and it is often 
inappropriate that they are placed in homes where a more active 
programme is generally followed. Special accommodation for 
patients with a severe degree of cardiac disability may be a better 
answer than beds in homes taking all kinds of patients. Difficulty 
in ensuring continuation of treatment and injections required by 
some of this group during the convalescent period at present greatly 
limits the number of homes which can be used. It emphasises the 
need for skilled nursing care within the home, and the value of a link 
with local hospital services which could possibly provide the 
necessary medical treatment and supervision where these cannot be 
given by the Medical Officer of the home. 


(c) Asthma and/or Bronchitis. The general attitude of the staff at the 
home to asthmatic conditions is of prime importance in creating an 
atmosphere to which the patient can respond with confidence and 
assurance. At present few homes provide simple treatment, such as 
“tipping ”, and physiotherapy is rarely available in cases where it 
would be of benefit. The locality of the home and the climate of 
the neighbourhood is thought by some to be important for many 
patients. It is frequently necessary for a night nurse to be available. 
These patients are often disturbing to other patients at night and 
single rooms are therefore very desirable. 
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{d) Epilepsy. It is hoped that modern methods of treatment and a better 
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understanding by the general public of the nature and problems of 
epilepsy may soon show their effect in the attitude of general con- 
valescent homes to the acceptance of patients subject to fits. Epileptic 
patients whose condition is fairly well controlled are best placed in 
general homes but it is accepted that there may be a few whose 
condition is less well controlled or who have marked temperamental 
difficulties for whom special accommodation is required. Recent 
experience indicates that the problem is a small one and could 
perhaps best be met by special “ boarding out” arrangements being 
made with individuals or small homes. 


Mentally Ill and Mentally Defective Patients. The Working Party 
carefully considered the very interesting evidence submitted by 
Organisations and Associations working with this group. It was 
agreed that these patients can be separated into three classes: 


1. Mental and mentally defective patients requiring convalescence 
after some physical illness or disability. 


2. Mental patients requiring convalescence after mental illness. 


3. Mental and mentally defective patients requiring rehabilitation 
in long-stay hostels or “ half-way houses ”’. 


It was agreed that the third category was outside the terms of refer- 
ence of the Working Party but the question of adequacy of pro- 
vision of accommodation for patients in classes one and two was 
relevant. The problems appeared to have become more acute with 
the growth of the number of Psychiatric Departments in general 
hospitals, and developments in the treatment of patients with 
neuroses and psychosomatic disorders. For example, there is a 
number of post-leucotomy patients now being recommended for con- 
valescence, and there is a growing demand for “ recuperative holi- 
days” as a preventive measure for patients verging on mental break- 
down. In a few cases it is possible to place such patients in homes 
accepting general convalescent patients but their special need for 
encouragement and a suitably planned regime requires adequate and 
sympathetic staffing. In general, however, there is a reluctance to 
accept these patients, and even the bare fact that they have been 
investigated in the Psychiatric Department renders them ineligible for 
some homes. This is especially hard on those recovering from a 
physical illness who require ordinary convalescence. In general the 
psychiatric patient requires a longer period of convalescence than is 
usually accepted, and cases where there is a suicidal risk are rarely 
suitable for general homes. The indication is that there should be a 
number of small homes providing three to six weeks convalescent 
treatment where patients in groups one and two who are unsuitable 
for admission to general homes would be cared for by staff trained 
in psychiatric as well as general nursing. Because of the need for 
highly qualified staff to give adequate care and supervision, responsi- 
bility for patients in these homes would seem to reside appropriately 
with the Regional Hospital Boards rather than with the Local 
Authorities through their Recuperative Holiday Schemes. 
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(f) Special Diets. Difficulties are still experienced occasionally in obtain- 
ing suitable accommodation for patients requiring special diets, 
such as low residue and reducing diets, although a number of homes 
are willing to give a simple gastric diet. Some so-called special diets 
in fact involve little difficulty. It would be helpful if more homes 
could provide special dietary even if for a limited number of patients. 
The needs for diabetic patients are to a certain extent met by the 
special homes run for them but difficulties sometimes arise from the 
fact that the regime recommended by the hospital is not that 
advocated in the home and the patient is therefore left bewildered 
and confused by conflicting advice, and by discussing his regime 
with patients from other hospitals. ‘The question is therefore raised 
whether it is better for a small number of diabetic patients to be 
accepted by a general home willing to carry out the regime advised 
by particular hospitals. 


(g) Cancer. Patients who have had the primary growth removed will 
usually be accepted by general homes but there are still some homes 
who will not take any patients with a malignant diagnosis. This is 
mainly a problem of attitude which it is hoped will disappear in the 
course of time and already shows signs of decreasing. Present 
experience shows however that it is more difficult to place satisfactorily 
the patients requiring convalescence after a prolonged course of 
radiotherapy or those who are already recognised as requiring 
terminal care but who may require a period of convalescence to 
help them through this period. The needs of the post-therapy group 
can be adequately met in well staffed convalescent homes or recovery 
homes where skilled nursing care and supervision is available, and 
those of the latter by nursing homes so that the adequacy of facilities 
for them depends upon the degree to which some homes can be 
upgraded and the extension of contractual arrangements by Regional 
Hospital Boards with suitable nursing homes. 


(h) Heostomy and Colostomy. Most of these patients require more 
privacy for personal hygiene than normal accommodation offers and 
few homes seem able to provide this and to give the patient the 
personal encouragement and help which he needs during the early 
days of his convalescence. More toilet and bathroom accommodation 
is needed in homes where a good standard of medical and nursing 
supervision is available to meet the needs of these patients. The 
modern surgical treatment of the patients renders their after care 
much simpler than was formerly the case. 


(i) Chairbound Patients and Patients requiring help with Washing and 
Dressing. This large and important group includes arthritis and 
many neurological conditions and satisfactory convalescence obviously 
depends upon the extent to which consideration is given to the 
structural adaptation of premises, the provision of ground floor 
accommodation or easily operated lifts, and the introduction of aids 
and gadgets to encourage independence. Adequate staff is needed to 
give help where required and physiotherapy and occupational therapy 
should be available. The attitude of the staff is vitally important in 
creating the right atmosphere in such homes. 
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(j) Patients in Piaster. !t is still sometimes difficult to obtain vacancies 
for patients needing attention whilst they remain in immobilising 
plasters and satisfactory arrangements obviously depend upon the 
better staffing and up-grading of certain homes. 


(k) The Elderly. Facilities for the convalescence of the elderly have 
improved in the last two years but there is still a need for more 
accommodation where patients can have a good deal of attention 
and the quieter recreational facilities enjoyed by older people. It is 
important to recognise that “age” should not be assessed solely on a 
chronological basis. Many elderly patients could quite suitably go 
to general homes if the age limit were relaxed, while for others 
a special home for elderly people only is more suitable. The elderly 
often need a longer period of convalescence than is normally required 
after illness, and the situation is often complicated by the fact that 
there is a chronic condition such as bronchitis or heart disease, 
secondary to the acute illness from which they are convalescent. 
The difficulty for many of the elderly in undertaking a long journey 
to a convalescent home points to the need for a larger “‘ scatter”’ of 
vacancies and small homes suitable for these patients. 


(1) Mothers and Babies. The problem here is that of a small specialised 
group for which there is no constant demand for convalescence. It 
is significant that eight convalescent beds controlled by one of the 
biggest maternity hospitals in the country were not kept regularly 
filled, nor are they always filled now that they have been made 
available to other hospitals. A study of recommendations indicates 
that it would be useful if accommodation for toddlers could also be 
provided in such homes as it is often a “‘family”’ problem which 
results from a recommendation for convalescence for a mother and 
baby. Contractual arrangements for the individual placement of 
a mother with her baby would do much to meet the problem and 
would give a wider variety of homes to suit particular needs and 
standards. The present financial arrangement whereby the Regional 
Hospital Board or Local Authority may find difficulty in accepting 
responsibility for both the mother and the baby, needs revision in 
the light of the growing number of recommendations that they be 
sent away together. 


(m) Children. The problem here differs from other special groups. In 
general, accommodation is adequate and it is not often difficult to 
obtain a vacancy when required for any particular condition. There 
is, however, a lack of provision in children’s homes for helping 
mothers accompanying toddlers to overcome difficulties in handling 
them, and this applies specially to young children with skin complaints 
and physical handicaps. Further, few homes give enough positive 
encouragement to parents to visit, especially to young children who 
have been accustomed to daily visiting in the wards whilst in 
hospital. Similarly, there is inadequate preparation of the young 
child for its return home, and of the parents at the receiving end. 
It is appreciated that these problems are made more difficult by a 
long distance between the convalescent home and the parents’ home, 
but this is not always the chief reason. The heavy cost of travel 
from a distance may be a deterrent to frequent visiting and in 
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suitable cases the provision of accommodation for the mothers of 
young children, on the lines of the mother and baby units which 
have been established at some hospitals, would be very helpful. 


(n) Adolescents. Again, the problem is a small one but there seems to 
be inadequate provision for this group where sound recreational 
facilities and reasonable discipline are combined with satisfactory 
standards of medical and nursing supervision. 


(o) Patients suffering from permanent disabilities or handicaps. A 
number of voluntary organisations are doing impressive and notable 
work for special groups of people such as the blind, the deaf and 
dumb, and the paralysed, including the provision of ‘‘ Convalescent 
Holidays” to help maintain morale and well-being, and sometimes 
to relieve the families concerned of incessant nursing responsibilities. 
Some confusion has been experienced in defining the financial respon- 
sibility of Regional Hospital Boards and Local Authorities under the 
National Health Service Act, for the provision of such “ holidays”, 
and for the transport often requested. The development of the 
services of the Welfare Department in some areas under the National 
Assistance Act may help to clarify the respective responsibilities of 
the Health and Welfare Departments in this connection, but a pressing 
need will still remain for the close co-operation of Regional Hospital 
Boards and local authority health services with these specialised 
voluntary services in providing true convalescence for patients recover- 
ing from acute illness who have also a disabling and permanent 
handicap. 


120. It is obvious that suitable accommodation for many of the patients 
whose special difficulties are outlined above could be found if there were a 
general up-grading of staff and accommodation in some homes and more 
adequate provision of single rooms and lifts. So many of the problems are 
associated with the policy governing the selection and appointment of staff 
and until this is altered it is unreasonable to expect that often over-taxed 
staff in existing premises can do more. It might be worth while to explore 
the possibility of allowing relatives to accompany patients in suitable cases 
so that they could help in the care of those whose handicaps render them 
partially dependent on others but the usefulness of such a plan is obviously 
limited. A closer liaison between homes and the specialised consultant staff 
in the district might usefully be encouraged in some places and might result 
in more positive plans for the rehabilitation of certain groups of patients being 
made and also for the more expeditious and satisfactory treatment of the 
rare emergency. 


121. Other more general problems connected with travelling and transport 
arrangements and the provision of tickets or vouchers will be dealt with in the 
section concerned with Admission Machinery but three suggestions have been 
made to meet more particularly the needs of the patients in the special groups 
outlined above, i.e. :— 


(a) Some homes are known to be able and willing to take a certain 
number of “ difficult’ cases. A Central Information Bureau whilst 
facilitating bookings for all groups of patients would be particularly 
valuable in making immediately available centrally the whereabouts 
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of these vacancies at any one time. The time now spent by the staff 
of Regional Hospital Boards and Almoners’ Departments in applying 
to successive homes for such placements would be greatly reduced. 

(b) A few homes might be designated and adapted to admit a special 
group of patients who would benefit from being treated together. 

(c) Regional Hospital Boards may find it appropriate to make contracts 
with small private homes, nursing homes and individuals able to take 
a limited number of patients with special disabilities who cannot 
be accommodated in the larger homes. 


SECTION V. ADMISSION ARRANGEMENTS 
FOR THE METROPOLITAN AREA 
Hospital Patients 


122. The general policy adopted by each of the four Metropolitan Regional 
Hospital Boards since 1948 has been to permit almoners, who know at first 
hand the condition and needs of the hospital patient requiring convalescence 
and who know, in many cases, the convalescent homes personally, to apply 
directly to the homes of their choice. Each Board looks upon itself as a 
body which may help and advise in cases of difficulty, and give information 
as far as it can, of where there are, or are likely to be, vacancies. They do 
not expect that more than a very small proportion of applications, and then 
only those of exceptional difficulty, shall be referred for placement through 
their offices. 


123. This procedure applies without exception in the case of homes within 
the National Health Service and of a considerable number of outside con- 
valescent homes where patients are maintained by the National Health Service 
under contractual arrangements made between the home and the Regional 
Board in whose area it is situated. Where an almoner wishes to get a patient 
from hospital admitted to such a contractual home her application must, in 
the case of homes in contract with the North East, South West and North 
West Boards, be made to the Board’s offices for an approval on financial 
grounds. She is, however, permitted, either at the time of her application to 
the Board or previously, to apply to the home itself to find out if it has a 
vacancy suitable for her patient. Because Boards will have to pay for a 
patient admitted to a contractual home as a National Health Service patient 
they consider that it is reasonable that the Board should give prior approval 
to the application. The homes send their accounts to the Boards with the 
dates of arrival and departure. 


124. In the South East Metropolitan Region almoners are allowed to apply 
directly to all homes, contractual as well as National Health Service, and the 
application is subsequently sent by the home to the Board with its account. 
In this Region the Board has a rule that patients, whose admission is sought 
to convalescent homes, whether contractual or directly managed by the 
National Health Service, must be admitted within seven days of their discharge 
from hospital. If for any reason this is impossible the approval of that Board 
must be obtained before the patient can be accepted. 
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125. Whilst the above procedures are mainly used for in-patients they also 
apply when a hospital desires to refer an out-patient for convalescence. 


Patients under the care of general practitioners 


126. If a general practitioner wishes one of his patients to be considered for 
convalescence, the procedure is for him to complete the appropriate applica- 
tion form and to send it to the Regional Board in whose area his patient lives. 
The Board, if the patient is considered, prima facie, to need convalescence 
involving medical and nursing care, refers the application to a suitable home. 
The application is considered on its merits by the home, and if accepted, the 
Board is informed and in its turn informs the general practitioner. In the case 
of the South East Board a general practitioner is permitted to apply direct, 
if he so wishes, to any suitable home in the National Health Service situated 
in that region. 


Patients with Tuberculosis 


127. Patients suffering from tuberculosis, or who have had infectious tuber- 
culosis, for whom convalescence is desired, are referred from the hospital or 
chest clinic to the Board in whose area they live or in which the hospital 
where they are in-patients is situated. If convalescence is agreed by the 
Board’s medical adviser to be desirable, after such investigation as he considers 
necessary, all arrangements for the patient’s stay in a special home are made 
by the Board concerned. 


Application Forms 


128. There are two basic application forms issued jointly by the Boards and 
interchangeable throughout the four Metropolitan regions, These provide 
for recording what is felt to be the necessary minimum information required 
to enable a decision as to suitability to be made on behalf of a convalescent 
home. There are forms for adults and children which are very similar. Copies 
ate attached in Appendix 4. 


Information Service for Almoners 


129. Information indicating the type of accommodation in particular homes 
and the types of patients and of conditions which do well at particular homes 
is provided from time to time by Boards for almoners and others concerned 
with convalescence. In addition, information can sometimes be provided on 
the telephone about the extent to which homes are occupied, but usually it is 
better for an almoner to get this directly from the home. The Board’s officers 
can also sometimes be of help to almoners in giving advice about conditions 
in individual homes. (The Directory of Convalescent Homes, published by 
the King Edward’s Hospital Fund for London has proved invaluable.) 


Almoners’ difficulties 


130. It will be clear from the above information that almoners are required 
to carry the main responsibility for finding beds for hospital patients. In 
addition they have to find accommodation for those patients who, though 
recommended for convalescence by hospital consultants, fail to qualify for 
convalescent treatment under the National Health Service or for whom 
suitable National Health Service beds are not available at the time or who 
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require a recuperative holiday. For the latter classes of hospital patients 
almoners have an even more difficult task as, in addition to finding a bed 
in an independent home, they have the problem of arranging for the 
necessary finance. They have to arrange for the money for the fees of the 
independent home to be provided either by the patient or from charitable 
sources or by the local health authority in the area responsible for the 
patient. In the latter event it may be necessary to arrange for the patient 
to be admitted to a home selected by the local health authority or to make 
simultaneous arrangements with a suitable home and with the health 
authority. 


131. As to hospital patients who are to remain a financial responsibility 
of the Hospital Service, the almoner has under existing admission arrange- 
ments the advantage of freedom of choice and of personal contact with 
convalescent homes before admission is arranged. Against this there is the 
disadvantage that a number of homes may have to be approached before 
admission can be arranged because there is no means of knowing where 
there is a suitable vacant bed. Almoners generally in the London area 
seem to take the view that a considerable amount of time is wasted in trying 
to arrange for admissions, particularly at times when demand is high and 
for cases where there are special difficulties in obtaining a suitable bed, 
e.g. for one of the special cases referred to in Section IV. 


A Central Bureau for the Metropolitan Area 


132. The possibility of setting up in the Metropolitan area a central 
organisation which would receive and transmit information about bed states, 
vacancies and available facilities for patients requiring convalescent treat- 
ment (rather on the lines of the Emergency Bed Service operated by the 
King Edward’s Hospital Fund for London) was explored some years ago 
between the King Edward’s Hospital Fund and the four Metropolitan 
Regional Hospital Boards, but the general conclusion reached was that such 
an arrangement would not be practicable for a number of reasons. Amongst 
the reasons on which the proposal was rejected by the Boards was the 
difficulty of obtaining accurate and up-to-date information regarding vacan- 
cies, particularly in the case of contractual beds in independent homes. 
It was also clear that for financial reasons at least the Boards would need 
to retain some measure of control over actual admissions to contractual beds. 


Central Information Bureau 


133. While it appears to be generally accepted that for practical purposes 
actual admission arrangements should be left with almoners of sending 
hospitals, there seems to be room for considering the possibility of establish- 
ing a central information service which would provide a ready means to 
almoners of finding out what facilities are available and what are the 
chances at any particular time of finding a bed for a particular patient. 


SECTION VI. SUMMARY AND CONCLUSIONS 


134, Diagnosis, prognosis, prevention and treatment have advanced with 
giant strides during the last 50 years—especially treatment. But one small 
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aspect of treatment has remained almost unchanged during that time, the 
treatment of the final stages of the climb back to health after disease, Le. 
convalescence. 


135. It is true that a special aspect of this stage of recovery has received 
intensive study and been greatly developed, particularly in this country— 
adding, incidentally, another notably hideous word to the language. The 
term “rehabilitation” can certainly be used to include convalescence of 
every kind but was introduced to cover the limited field of the restoration 
of function in disabled persons and this is the generally accepted meaning 
of the word’. The vast majority of patients after illness or operation require 
a period of convalescence, not of rehabilitation, in the sense in which these 
terms are generally used. 

136. Such a period of convalescence has usually been held to require 
merely rest, good food and fresh air with medical oversight available and 
a minimum of nursing care, in as pleasant surroundings as possible. Since 
these necessities were in the past not normally available in the patient’s 
home, they came to be specially provided by a system of convalescent homes 
started in this country about the middle of the last century, at first entirely, 
and up till 1948 largely, through a wide variety of voluntary effort. The 
problems were primarily questions of raising the necessary funds, selecting 
the cases, and co-ordinating information and action. 


137. Factors which tended to alter this relatively uncomplicated situation 
over the last 25 years included 

(a) the improved general health of the nation and particularly of its 
children, which rendered the mere provision of rest, fresh air and 
good food essential to the recovery of a much smaller proportion of 
patients ; 

(b) changes in medical practice including ithe concepts of active rehabili- 
tation and early ambulation ; 

(c) changes in medical needs such as a fall in the number of sick 
children and a rise in the number of elderly persons requiring beds 
in institutions ; 

(d) the provision of convalescent care by Local Authorities and of 
“convalescent benefits” by Approved Societies and Contributory 
Schemes ; 


(e) the advent of a national health service in 1948, which required deci- 
sions on what convalescent homes should be taken over and included 
in the hospital service. This involved attempting to draw an arbitrary 
line for administrative purposes between convalescent treatment, 
which was held to require some degree of medical and nursing care 
and which the hospital authority had a duty to provide, either in 
their own homes or by contractual arrangements, and a recuperative 
holiday, involving only rest, fresh air and good food, the provision 
of which was within the powers of the Local Health Authority. 


138. When this separation had been made, necessarily in some haste and 
with more urgent problems claiming attention, Regional Hospital Boards 





7 Report of the Committee of Enquiry on the Rehabilitation, Training and Resettlement 
of Disabled Persons. November, 1956. H.M.S.O. Pps. 1 and 2. 
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were asked by the Ministry to consult with Local Health Authorities and 
classify non-transferred homes into those providing treatment and those 
which do not. This division into two categories only, however, was found 
to be impracticable and the third group of homes in which patients received 
“treatment” and patients having recuperative holidays are both found, 
continues to the present time. 


139. Our survey of the present position indicates that the problems requir- 
ing examination fall under four main headings : — 
(a) Medical aspects ; 
(b) The need and the provision ; 
(c) Defects of existing institutions ; 
(d) Anomalies of administration and finance. 


Medical aspects 
140. Four main points are suggested by our enquiries : — 

(a) The relative lack of interest in problems of convalescence by the 
medical profession. Medical publications on this subject are scanty, 
very little research has been undertaken, and little thought or atten- 
tion has been given to the medical aspects of recovery. This is 
perhaps only natural since the doctor’s role in the traditional form 
of passive convalescence is minimal. 

(b) Decreasing importance assigned to the role of environmental 
factors such as “a change of air”, “a bracing climate”, “sea air” 
etc., in restoration to health. 

(c) The difficulties in making administrative, institutional and financial 
provision for what is medically a range of need passing insensibly 
from the fullest provision for medical and nursing care (in the acute 
hospital), through less active nursing and medical supervision (as 
in pre-convalescent and recovery homes) and active convalescent 
treatment (including rehabilitation in its narrow sense), to passive 
convalescence and to the recuperative holiday. What should be a 
single escalator is necessarily a series of lifts. 

(d) The almost complete failure to use convalescent homes for preventive 
or preparatory treatment. 


The need and the provision 


141. Provision for the in-patient treatment required during convalescence 
need not necessarily be made only at convalescent homes. It can be met 
by prolonging the stay in an acute bed, which is both wasteful in money 
and skilled staff and is often not in the best interests of the patient. It 
can be met by providing, within the curtilage of the acute hospital, wards 
or blocks in which the numbers and skill of the staff are lower, the patients 
are ambulant and could to a large extent look after themselves, while 
receiving active physical and occupational therapy, and in which day room 
or similar accommodation is provided. It can also be met in the earlier 
stages by removal to a pre-convalescent or recovery unit while still bedfast ; 
and it can be met by a period of convalescence at a convalescent home. 

142. Developments in the provision of so-called “cafeteria” hospital 
accommodation or of recovery homes will affect the number of beds needed 
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in convalescent homes. Other factors affecting need fre developments 
referred to under medical aspects, such as improved general levels of health, 
more severe surgical interventions and early ambulation, and, in a different 
category, the need to free acute beds. Most important, medical opinion of 
the need for special provision for convalescence seems ito range from 
30-50 per cent. of all acute cases to below even the present level of about 
7 petecent. 


143. In sum, we find it impossible to suggest a figure or percentage for 
which provision ought theoretically to be made, since it depends so much 
on the diagnostic group and the social and environmental conditions. 

144. On the provision actually made, statistical information is lacking 
to enable an exact comparison to be made between the number of con- 
valescent beds available in the London Regions before the National Health 
Service and the present time, or even over the last ten years. However 
the comparison between the position in 1947, as indicated in the survey 
by the Institute of Almoners, and at the present time, suggests that the 
number of homes and the beds available have not appreciably altered between 
1947 and 1957. Convalescent beds available for children have, however, 
diminished with the reduced demand. (A 35 per cent. reduction has taken 
place in the past 10 years.) It seems probable however that there was con- 
siderably greater provision before 1939, the number of existing homes being 
now perhaps one half of those before the war. It appears to us that the beds 
available in convalescent and recuperative holiday homes should be sufficient 
in number to meet the needs in the Metropolitan Regions (to which we 
were limited by our terms’ of reference). It is, however, the nature and use 
rather than the amount of the provision made for convalescence which is at 
fault. This is also affected by the extent to which accommodation has 
to be shared by other Regions who have few, if any, homes. 


Defects of existing institutions 


145. A major deficiency in provision is the failure to provide convalescent 
care for certain special groups who need it and are entitled to it under the 
National Health Service. These categories are fully discussed in Section IV 
and may be summarised as those requiring, or believed to require, special 
arrangements either in staff (such as asthmatics or diabetics or the physically 
handicapped, including the blind) or in structure (as in cardiac cases or 
colostomies or ileostomies), or who may be distressing to other convalescents 
(such as certain cases of skin disease or epileptics), or who form a special 
social group such as adolescents or the aged infirm. 

146. There was clearly a tendency, particularly in those homes which had 
no difficulty in keeping their beds filled, to reject exceptional cases or those 
likely to make special demands on the staff. For some homes, too, the rules 
governing types of case to be admitted were archaic or rigid, an example 
being the fairly frequent “not over 70” rule being applied irrespective of 
physical or mental condition. Such rules need reconsideration. 

147. We also found the anomalous situation of homes catering for special 
groups closing or altering their uses even though the special group concerned 
was difficult to place. An example of the former is the reduction and pro- 
posed closure of the only home catering specially for adolescents in the 
Metropolitan Regions. 
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148. It is particularly in meeting the needs of these special cases that the 
independent homes are doing what the National Health Service should be 
doing for itself, either directly or by contract. Boards should review their 
contractual arrangements to pay for those patients who in practice are often 
accepted in independent Homes without contractual arrangements and who 
are therefore now paid for by voluntary monies or by the patients themselves. 


149. Although opinions differed on the value of homes catering for one 
type of case only, e.g. ileostomies, the aged, the physically handicapped, it 
would seem logical to meet the above difficulty by establishing one or more 
homes for each of these specially difficult groups, for the Metropolitan 
Regions. Apart from the creation of specialist homes, much might be done 
by campaigns to inform matrons and others of the ways of dealing with the 
special needs of such categories. We had evidence that the refusal of special 
cases was Often due to ignorance. 


150. Apart from categories especially difficult to place, those types of 
convalescent home which are restricted to patients from particular sources 
did not seem to be in general as fully used as the other homes although a 
great deal has recently been done to loosen these restrictions. Homes of this 
type which are not fully used might well consider whether it would not be 
possible or advisable to widen the clientele from which their patients might 
be drawn by modifying or removing their restrictions. 


151. Another factor in preventing the fullest use being made of convalescent 
beds is the high cancellation rate of bookings, which amounts to nearly 
one-tenth of the applications. Since the primary cause of these cancellations 
is due to unpredictable medical reasons most of them are unavoidable. The 
seasonal demand, aided by the public impression that convalescence is 
equivalent to a holiday and that holidays are taken in the summer, also helps 
in producing the position that each convalescent bed in the National Health 
Service homes remains empty on the average for about one week in every 
four. 


152. Convalescent provision is not a concern of one Hospital Region only. 
Indeed, it is perhaps the most obvious class of in-patient care in which each 
Region cannot, indeed, ought not necessarily to be self-sufficient. Regional 
Hospital Boards and Boards of Governors have gone very far in co-operation 
and mutual aid in this field and a central information bureau should do much 
to ensure that any special provision is known throughout the four Regions 
and fully used. A Standing Joint Committee on Convalescence for the four 
Metropolitan Regions, the Metropolitan Boards of Governors and interested 
voluntary bodies such as the King Edward’s Hospital Fund, and the Institute 
of Almoners is worthy of consideration. 


153. The application form for admission in joint usage by the Metropolitan 
Regional Boards is satisfactory and its use might be made general. The 
chief defect in the admission arrangements seemed to be the lack of up-to-date 
information provided with the patient. Admission forms are seldom 
adequately filled in, although a separate summary of the hospital notes or 
the notes themselves or a detailed letter sometimes makes good this deficiency. 


154. Drugs are normally sent in unlabelled containers and this was a 
general subject of complaint. It was agreed that there was usually no 
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objection to drugs sent with patients having full particulars on their labels ; 
if prescriptions are marked n.p. (nomen proprium) this will be done by the 
dispensing pharmacists. 

155. Less than 3 per cent of patients are re-admitted to hospital and this 
seems to present no difficulties. Information concerning the 97 per cent or 
so who return to their own homes is seldom passed on to the family doctor 
or the home care services of the Local Health Authority. When this is 
considered necessary, liaison is usually effected through the almoner’s 
department of the sending hospital. 

156. Medical supervision of convalescent homes is normally carried out 
by general practitioners who pay periodical and ad hoc visits at the request 
of the matron. Intercurrent diseases and relapses are dealt with and such 
specific treatment as may have been prescribed by the hospital consultant in 
a small minority of cases, is continued. Local consultant advice is very 
rarely sought. There was evidence that the general practitioner in attendance 
was sometimes in doubt about the respective responsibility of himself and 
the consultant at the sending hospital. 

157. Lack of adequate nursing staff for any but the recuperative holiday 
type of case was repeatedly emphasised in both National Health Service 
and independent homes. Among the causes for this shortage of quantity 
and quality are the isolation of homes, both geographical, social and pro- 
fessional ; the feeling that nursing convalescents is uninteresting and a second 
class form of nursing ; and that the convalescent service is a Cinderella. 

158. Ancillary staff such as physiotherapists and occupational therapists 
are rarely employed. Local voluntary interest has seldom been stimulated. 
Where it has occurred the results have been highly beneficial. 

159. As a whole, great improvements have been made by convalescent 
homes in escaping from the institutional atmosphere. Nevertheless in some 
homes criticism is still possible in such matters as unreasonable restrictions, 
lack of rest periods, too early hours of getting-up and impossibility of 
breakfast in bed. Shortage of staff is obviously a factor. Organised recrea- 
tion and a reasonable amount of domestic work as therapeutic measures are 
almost unknown. 


Anomalies of administration and finance 


160. The situation of the great majority of homes on the coast—and 
particularly the south-east coast—is a relic of a concept of convalescence 
now to a large extent discarded. Although financial adjustment is made, 
an exceptional administrative load is thus placed on the South East Metro- 
politan Regional Hospital Board and to a lesser extent on the South West 
Metropolitan Board, neither of whom may always be able to take due account 
of the general needs of the Metropolitan area and other regions. The 
present distribution also increases the distance to be travelled and there was 
considerable evidence that the strain of the journey was in many cases severe. 
Whilst it would obviously not be justifiable to spend money on deliberately 
effecting a more uniform distribution, this point should not be lost sight of 
in any future review. 

161. From the patient’s angle, the financial position of convalescent treat- 
ment can only be described as chaotic. Its anomalies have been described in 
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paragraphs 100-102. There is clearly need to rationalise the basis on which 
free convalescent treatment is provided and to standardise the payment of 
fares. 


162. The structure, accommodation and surroundings of the existing 
homes, whether National Health Service or independent, were generally 
satisfactory. Lack of ground floor accommodation and/or lifts was common. 
It was considered that improvements could be made by bréaking up large 
sitting rooms into smaller units or bays and in brightening and rendering less 
institutional some dining rooms and bedrooms. There were insufficient 
washing facilities and bathrooms, and facilities for minor laundry and hair 
washing. Kitchens, catering and food were generally satisfactory. 


Conclusions 

163. To conclude, the treatment of convalescence has remained a medical 
and nursing backwater, largely unaffected by changes in the main stream. 
There will always be a proportion of patients who require a restorative 
“rest” after illness before resuming their normal life and who cannot obtain 
it in their own homes. Save for the special groups to which attention has 
been directed, those who need “ passive” or “classical”? convalescence are 
adequately catered for, we believe, in the London area though the report 
draws attention to a number of defects with suggestions for their remedy. 
But for a majority of those who now receive it, and for some who do not, 
convalescent treatment requires a “new look” in accordance with modern 
concepts. It needs to become more active, more planned and more integrated 
with other aspects and disciplines of medicine. 

164. On the one hand, some dead wood needs cutting away. The patient 
who only needs a recuperative holiday and the home which can only cater 
for this simple need should no longer be recognised as a responsibility of 
the Regional Hospital Boards. On the other hand, the remaining homes 
should be recognised as Convalescent Hospitals, giving active, planned and 
integrated treatment and catering specially for those classes now difficult 
to place in National Health Service or contractual beds. This will need 
some upgrading of staffing and structure. But, taking into consideration the 
economies possible, we do not believe the additional cost will be large, 
and such a programme will necessarily be spread over a number of years. 

165. The main points among our findings can be summed up as follows: 

(a) Convalescent treatment requires a new approach, including, 
(i) a much greater interest at all levels and particularly by the 
medical profession, 

(ii) a more vigorous attack along the lines of rehabilitation for the 
sick similar to that developed in rehabilitation for the disabled,°® 

(iii) research into the problems of convalescence, 

(iv) a larger study of the relative roles and comparative value and 
cost of recovery homes, rehabilitation units and convalescent 
hospitals and homes in the recovery of health. 

(b) The Hospital Service should realise that (at least in the London 
area) it is not fulfilling its obligation to provide necessary convalescent 


. Two Ministry of Health circulars on rehabilitation were issued in July, 1958—H.M. (58) 57 
to hospital authorities and Circular 16/58 to local health authorities. 
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treatment for certain types of case because many of these can only be 
placed in independent homes without contractual arrangements. 

(c) Facilities for convalescent treatment for the Metropolitan Hospital 
Regions need consideration as a whole. 

(d) An overhaul of administrative and financial arrangements, including 
contractual arrangements, together with a regrading of convalescent 
homes along the lines set out in the Report and Recommendations 
is overdue. 


SECTION VII. RECOMMENDATIONS 


166. ‘We recommend that: 


A. In furtherance of a more active policy of treatment during 
convalescence : — 

(1) There should be a review by each Metropolitan Regional 
Hospital Board in association with Boards of Governors in the 
Region of convalescent facilities available there, both National 
Health Service and contractual, for the purpose of staged re- 
grading into (a) homes where active treatment on the lines 
discussed in the Report is given, and which might well then 
be described as convalescent hospitals, and (b) homes which 
can only give the recuperative holiday type of care. The latter 
should no longer be the responsibility of the Hospital Service. 


(2) Convalescent hospitals to be retained should be upgraded 
where necessary in respect of accommodation and facilities, 
medical supervision, including consultant advice, nursing staff, 
and ancillary staff including physiotherapists and occupational 
therapists. 

(3) A standing joint advisory committee (or similar body) represent- 
ing the four Metropolitan Regional Hospital Boards, the Boards 
of Governors in the Metropolitan Regions and the voluntary 
bodies concerned seems desirable. Such a body should always 
be consulted prior to the reduction or closure of convalescent 
accommodation. 

(4) Closer attention should be paid to problems of convalescence 
in general and particularly the problems involved in active 
rehabilitation for the sick. 


B. To deal with the problem of providing convalescent care for specially 
difficult groups: — 

(1) The review mentioned in A. (1) above should be specially 
directed towards increasing the accommodation, both in the 
National Health Service homes and, particularly, in independent 
homes with contractual arrangements for these special groups. 

(2) As an experiment certain of these groups, e.g. those with skin 
disease or the infirm aged, might be catered for by specialised 
homes admitting only that type of case. Such homes should 
admit cases on a wider than regional basis. 
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(3) The reluctance of persons responsible for authorising 
admissions, particularly Matrons, to take “ special” cases might 
be largely overcome by information and explanation of their 
special needs and how to deal with them. “Sending” hospitals, 
particularly hospitals specialising in the types of case concerned, 
have a duty to do this, which will also be to their advantage. 
Courses, visits and conferences for matrons and other staff 
of convalescent homes, at present provided on a small scale by 
the King Edward’s Hospital Fund, might be increased and 
extended with great benefit. 


C. Existing facilities might be improved by : — 

(1) Reconsideration by the homes of their rules, especially restric- 
tions on admissions. 

(2) Use in all cases of a standard admission form based upon that 
drawn up by the four Metropolitan Boards. 

(3) Fuller and more up-to-date information provided about the 
patient by the “sending” hospital or practitioner, including the 
labelling of drugs. 

(4) Better liaison and clearer definition of responsibilities between 
the medical officers of the home and the hospital medical staff, 
particularly as regards more flexibility in the length of stay. 

(5) Greater use by the homes of local voluntary resources. 

D. Better co-ordination is needed through the creation of a Con- 
valescent Information Bureau for the purpose of exchanging 
information and advising on placement. 

E. Financial arrangements need rationalisation, by :— 

(1) Provision by the hospital service for all cases needing con- 
valescent treatment who are its responsibility, if necessary by 
altering or extending contractual arrangements. 

(2) Payment of railway fare to and from the home, or the provision 
of transport on medical certification, for all patients for whom 
the Hospital Service accepts responsibility. 

F, Trials should be made of :— 

(1) The provision of accommodation suitable for convalescence 
within or near hospitals and with facilities such as physiotherapy 
provided by the parent hospital. 

(2) The experimental provision of Day Convalescent Centres based 
on the Department of Physical Medicine at general hospitals 
in large centres of population. 

(3) The use of accommodation for convalescents for preventive and 
preparatory treatment. 

G. There was evidence of a need for further enquiry into three matters 
excluded from this Report under our Terms of Reference: — 

(1) Facilities for convalescent treatment in England and Wales 
outside the area of the four Metropolitan Regional Hospital 
Boards. 
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(2) The need for, and advantages of the provision of special “ pre- 
convalescent” and “recovery” accommodation for the early 
stages of convalescence. 


(3) The present need and provision for recuperative holidays 
which Local Health Authorities have power to provide. 


167. In conclusion, we desire to express our very grateful thanks for the 
valuable assistance given to us as Secretary by Mr. L. B. Jacques until 
April, 1958, and subsequently by Mr. R. C. J. Kenrick. 
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APPENDIX 2. VISITS 


Visits were made by our Visiting Team to the Homes, Hospitals, Centres of Re- 
habilitation and Headquarters of Voluntary Organisations listed. 

In addition to these visits, all convalescent homes known to the Working Party 
within the bounds of the metropolitan regions, voluntary organisations known to be 
active or thought to be interested in the arranging of convalescent treatment and all 
hospital groups within the four metropolitan regions were asked by means of circular 
letters for their views on the provision of convalescent treatment. The results of 
this latter enquiry are incorporated in the body of our report. A separate approach 
was made to four of the professional organisations concerned with mental health 
and to doctors working with mental and mentally deficient patients. 


CONVALESCENT HOMES VISITED 


National Health Service Homes 
Croft Annexe, Reigate. (London Hospital.) 
David Salomon’s House, Tunbridge Wells, Kent. 
Fairfield Annexe, Reigate. (London Hospital.) 
Hahnemann Convalescent Home, Bournemouth. 
Little Folks Home, Bexhill-on-Sea. 
Marie Celeste Home, Woodford Green. 
Merlynn Convalescent Home, Eastbourne. 
Metropolitan Convalescent Home for Children, Broadstairs. 
Metropolitan Convalescent Home for Women, Bexhill-on-Sea. 
Metropolitan Convalescent Home for Men, Bexhill-on-Sea. 
Parkwood Auxiliary Hospital and Convalescent Home, Swanley. 
Schiff Home of Recovery, Cobham. 
Sun Hill Court Convalescent Home for Boys, Worthing. 
Thomas Lye Convalescent Home, Brighton. 
The Diabetic Convalescent Home, Birchington-on-Sea. 
The Yarrow Convalescent Home for Children, Broadstairs. 
Victoria Home for Invalid Children, Margate. 
Victoria and Zachery Merton Home, Broadstairs. 


Homes with Contractual Arrangements 
All Saints Convalescent Home, Eastbourne. 
Beech Hill House, near Reading. 
Brooklands Convalescent Home, Coggeshall. 
Edith Priday Home, Blackheath, S.E.3. 
Hermitage Convalescent Home, Hastings. 
Red Cross Convalescent Home for Babies, Capethorne, Bournemouth. 
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St. Joseph’s Convalescent Home, Bournemouth. 

St. Michael’s Convalescent Home, Westgate-on-Sea, 
Surrey Convalescent Home ior Men, Seaford. 
Haldane House for Sick Children, Bexhill-on-Sea. 


Independent Homes 
Bramhope Guest House, Clacton-on-Sea. 
Brook Lane Rest Home, Brighton. 
Caxton Convalescent Home, Limpsfield. 
Convalescent Hospital for Officers, Brighton. 
Green Corners, Seaford. 
Henry Radcliffe Home for Merchant Seamen, Limpsfield. 
Kingsleigh Convalescent Home, Seaford. 
Limpsfield Convalescent Home for Women, Limpsfield. 
Pilgrim’s School, Seaford. 
Railway Convalescent Home, Margate. 
Raylands Nursing Home, Brighton. 
St. Cecilia’s Home, Westgate-on-Sea. 
St. Michael’s Convalescent Home, Clacton-on-Sea. 
Spelthorne St. Mary Home, near Egham. 
The Armitage Residential and Recuperative Holiday Home, Worthing. 
The House Beautiful, Bournemouth. 
The John Howard Convalescent Home, Brighton. 
The Red Lodge, Worthing. 
Carmei Court, Birchington. 
Old Peoples and Disabled Persons Home, Broadstairs. 


HOSPITALS VISITED 
Teaching Hospitals 
King’s College Hospital 
London Hospital 
Moorfields Hospital 
Royal Free Hospital 
Royal National Orthopaedic Hospital (Stanmore). 
St. George’s Hospital. 
St. John’s Hospital for Diseases of the Skin. 
St. Thomas’ Hospital. 
Westminster Hospital. 
Non-Teaching Hospitals 
Bournemouth Hospital Group. 
Brighton Hospital Group. 
Central Middlesex Hospital. 
Leytonstone Hospital Group. 
Luton and Dunstable Hospital. 
North Middlesex Hospital. 
Oldchurch Hospital. 
Queen Elizabeth Hospital for Children. 
St. Andrew’s Hospital. (Bow Group.) 
St. Benedict’s Hospital, S.W.17. 
St. James’ Hospital, Balham. 
Whipps Cross Hospital. 
Whittington Hospital. 
Worthing Hospital Group. 


Rehabilitation Hospitals 


Farnham Park Rehabilitation Centre 
Camden Road Medical Rehabilitation Centre 
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Garston Manor Rehabilitation Centre. 
Princess Mary’s Rehabilitation Hospital. 
R.A.F. Rehabilitation Unit at Chessington. 
R.A.F. Rehabilitation Unit at Headley Court. 
Roffey Park Rehabilitation Centre, Horsham. 


VOLUNTARY SOCIETIES 


British Council for the Welfare of Spastics. 
British Epilepsy Association. 

British Legion. 

British Rheumatic Association. 

Central Council for the Care of Cripples. 
Dr. Barnardo’s Homes. 

Family Welfare Association. 

Infantile Paralysis Fellowship. 

Invalid Children’s Aid Association. 
Metropolitan Society for the Blind. 
National Spastics Society. 

The Church Army. 

The Salvation Army. 

The Shaftesbury Society. 


ORGANISATIONS CONCERNED WITH MENTAL HEALTH 


The Royal Medico-Psychological Association. 
Association of Psychiatric Social Workers. 
National Association for Mental Health. 

The Mental After Care Association. 


APPENDIX 3. ORGANISATIONS AND PERSONS 
FROM WHOM EVIDENCE WAS RECEIVED 


(in addition to those mentioned in Appendix A) 


R. M. Bates, Esq., F.R.C.S., L.R.C.P., The Four Metropolitan Regional 
D.P.M., Physician Superintendent, Hospital Boards 
Royal Eastern Counties Hospital, 


Dr. A. C. T. Perkins, M.C., County 


Colchester. Medical Officer for Middlesex. 


Executive Councils’ Association 


(England). 


Dr. K. E. Harris, M.R.CS., F.R.CP., 
University College Hospital. 


Miss F. M. E. Harrison, Group Almoner, 
Newmarket General Hospital. 


Institute of Almoners. 


Miss M. E. Jenkins, Almoner, St. Olave’s 
Hospital, S.E.16. 


King Edward’s 
London. 


Hospital Fund for 


Metropolitan Group of Ophthalmic 
Almoners. 
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Portsmouth Executive Council. 
Provident Surgical Appliance Society. 


St. John’s Hospital for Diseases of the 
Skin. 


Society of Medical Officers of Health. 


Dr. E. L. M. Millar, Deputy Medical 
Officer of Health for Birmingham. 


Dr. R. J. Dodds, Medical Officer of 
Health for Smethwick. 


Miss E. C. Warren, Head Almoner, 
Hammersmith Hospital. 


The Surrey Group of Almoners. 


APPENDIX 4(a) 


METROPOLITAN REGIONAL HOSPITAL BOARDS 
_—$ $e AL BOARDS 
APPLICATION FOR CONVALESCENT TREATMENT—ADULTS 


Not to be used for Patients with Tuberculosis, Mental Disorders 
or those requiring Holiday Home care 





Patient’s Name : (Mr., Mrs., Miss) 
Home Address: 











Age: Religion: Occupation: 

Next of Kin and Address: Address on Discharge: 

1. Date when ready for convalescence: 2. Length of stay recommended: 

ee ee OF COD AIESCENCE + ee Eee ECOMMENGed 

3. Hospital In-Patient Treatment Recent Out-Patient Treatment Confined to bed at home 

Pe oe AE DOME 

From: From: From: 
Till: Till: Till: 


4. Diagnosis (including brief history, complications and details of treatment) 


5. Operative Treatment (including dates) 





6. Details of Special Medical and Nursing Attention which will be necessary during convalescence: 
Whit willbe necessary ‘during convalescence; 


(a) Drugs 
(b) Dressing or plasters 


(c) Other treatment or nursing: 


7. Dietary Requirements: 





8. General information likely to be of value to the Home: 





Can patient (a) climb stairs? (b) take daily walks? 


Other information 








9. Is the patient suffering from any form of infectious or non-infectious Tuberculosis? (Please give a definite answer) 


I certify that this patient is in need of convalescence involving medical treatment and/or nursing care. 





| IMPORTANT A Regional Board can only accept financial responsibility for convalescence where the patient needs some 
definite medical or nursing care and not when a Recuperative Holiday is required. Such arrangements 
should be made through Local Health Authorities. 


a a 
N.B.—TO CONVALESCENT HOMES If unable to provide a vacancy please return this Form to the Sending Authority. 
ee eer ee RAN 
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APPENDIX 4(b) 


METROPOLITAN REGIONAL HOSPITAL BOARDS 





APPLICATION FOR CONVALESCENT TREATMENT-—-CHILDREN 


Not to be used for Tuberculous Patients, Mental Defectives 
' or those requiring Holiday Home care 


Patient’s Name: 


Home Address: 


Date of Birth: Sex: Religion: Baptised ? 


Next of Kin and Address: Address on Discharge: 


1, Date when ready for convalescence: 2._Length of stay recommended: 
. Hospital In-Patient Treatment Recent Out-Patient Treatment Confined to bed at home 
From: From: From: 
Till: Till: Till: 


. Diagnosis (including brief history, complications and details of treatment) 


5. Operative Treatment (including dates) 


. Details of Special Medical and Nursing Attention. which will be necessary during convalescence: 


(a) Drugs 
(b) Dressing or plasters 
(c) Other treatment or nursing: 


. Dietary Requirements: 


. General Information: Condition of (i) Teeth (ii) Tonsils and Adenoids 


Has child been (i) Vaccinated against Smallpox (ii) Immunised against (a) Diphtheria (b) Whooping Cough 


Is child Gi) Continent (ii) Subject to Fits (iii) Mentally handicapped 
Has child had (i) Chicken-pox (ii) Diphtheria (iii) German Measles 
(iv) Measles (v) Mumps (vi) Scarlet Fever (vii) Whooping Cough 


. Is the patient suffering from any form of infectious or non-infectious Tuberculosis? (Please give a definite answer) 


I certify that the patient is not suffering from any infectious disease and to my knowledge has not been in contact with 
anyone suffering from an infectious disease during the past four weeks,.and is in-need of convalescence involving 
medical treatment and/or nursing care. 


FLOspitale ye eo erences cee else aleie cae ANAS AGATESS £25 a... «s,s: cists vnigisnns + bb bess Seo eaan a dice Stee CaaS eea cee ae eee 


IMPORTANT A Regional Board can only accept financial responsibility for convalescence where the patient needs some 


definite medical or nursing care and not when a Recuperative Holiday. is required.. Such arrangements 
should be made through Local Health Authorities. 





N.B.—TO CONVALESCENT HOMES If unable to provide a vacancy please return this Form to the Sending Authority, 
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APPENDIX 5. NURSES SUPERANNUATION 


1. A nurse who leaves the National Health Service superannuation scheme and 
does not take up any other nursing job or become a member of the Federated 
Superannuation Scheme for Nurses (or any other Scheme with which the N.H.S. 
Superannuation Scheme has interchange) within 12 months is entitled only to 
a return of her contributions. 


2. If she joins F.S.S.N. within 12 months a transfer value can be paid from N.H.S. 
superannuation provided her latter service is not less than 6 months. 


3. If the nurse has however already acquired a right to benefit under N.H.S. 
superannuation Treasury approval is necessary before a transfer value to F.S.S.N. 
can be paid 


4. A nurse who leaves the N.H.S. to work in a convalescent home run solely for 
private profit, can apply to have her N.H.S. service and contributions put into 
** cold storage ’’ for the duration of the convalescent home employment Application 
should be made within three months after the convalescent home appointment begins, 
but there is discretion to waive the time limit It is unusual for applications to be 
refused, the earlier N.H.S. rights are safeguarded, provided the uurse returns to 
superannuable N.H.S. employment within twelve months after leaving the convalescent 
home. 


5. Transfer values are freely made between N.H.S. and Local Government super- 
annuation, so that a nurse moving back and forth between the two is in continuous 
superannuation. 


6. If the nurse returns from F.S.S.N. employment within five years the original 
N.H.S. transfer value can be paid back to N.H.S. superannuation on her personal 
application to F.S.S.N. and her previous service is regarded as continuous, but her 
F.S.S.N. service is not counted. 


7. Nurses who have during outside service acquired a “ substantial stake ’’ in 
F.S.S.N. may be allowed to continue in F.S.S.N. while in N.H.S. service (the Ministry, 
as employer, paying the 10 per cent. employer’s contribution). ‘* Substantial stake ” 
means at least the prescribed period of membership (five years) laid down by F.S.S.N. 
(after completion of the “ prescribed period ’’ a member retiring before maturity 
date of policies is entitled to the value of the employer’s contribution under F.S.S.N. 
rules). Some cases of hardship, and nurses who are “ roomers,” with a shorter 
F.S.S.N. service may also be allowed to continue subject to F.S.S.N. 


(88021) Wt. 2840—9265 K40 9/59 D.L./HE/7 


” ASS wate nome wi 


bed aioe 9% ts Latinas 


rs ve eK 


cM te Maa 
Sciatica Peete ge ey i 
pe ata, Noh. 69 Devo" 
FAL 3 


bs sviapon A vonoils pvewon: eat ‘set af 
vat zs, isvorgge cwaten) By 


‘ Pa 


‘Lines an 


loys wid } 2O¥E 
2) : ve Sait’ ‘sar OP Mags: eno. 
G9 bien iG rolipinh ert 708” Byes 
qa ormod Inpoes a fiero, ae cried 


5 ee teases 


ra 
‘. 


fast oF, dead 
2 210 i esIG 


sob viel. 6a ae 5 oat) ee poe 5 
is botied, Gait oie * alt 

trait sei ie Siti silay Eyres hea: Ea 

BS ote ue agente bis. Re sdabistt 1 To 2gen> 


ae ic oH 8 roiete ie Sa isd. af de owolle ag viele oe 








© Crown copyright 1959 


Printed and published by 
Her MASJSESTY’S STATIONERY OFFICE 


To be purchased from 
York House, Kingsway, London w.c.2 
423 Oxford Street, London w.1 
13A Castle Street, Edinburgh 2 
109 St. Mary Street, Cardiff 
39 King Street, Manchester 2 
Tower Lane, Bristol 1 
2 Edmund Street, Birmingham 3 
80 Chichester Street, Belfast 
or through any bookseller 


Printed in Great Britain 


S.O. Code No. 32—463 


